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(MORLEY’S PROCESS) 


LHC is made from New Zealand milk lamb intestines, thoroughly 
cleansed and frozen within two hours of the animal being 
killed, thus reducing to a minimum the growth of bacteria. 


OBTAINABLE FROM 
CCL, ALL LEADING SURGICAL 
EQUIPMENT HOUSES 


THE LONDON HOSPITAL (LIGATURE DEPARTMENT) 
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(ESTROGEN REPLACEMENT and SEDATION 


at the menopause 


increased irritability is often evident during 
the female climacteric and many women 
find the mental tension harder to 
endure than the hot flushes and other 


vasomotor upsets. 


For these patients, phenobarbitone has 
been combined with ethinyl] 
oestradiol in ‘Ethidol’ Sedative 
Compound Tablets, to give a 
preparation which relieves both 
the mental the physical | 


sy mptoms. 


Ethinyl (Fstradiol (Ethidol) is a 

derivative of the natural follicular 
hormone and, unlike other synthetic 
oestrogens, produces a_ feeling of 
well-being which is very valuable at 


the menopause. 


‘ETHIDOL’ SEDATIVE COMPOUND TABLETS 


contain Ethinyl (Fstradiol 0.01 mg. Phenobarbitone 15 mg. (1%4 grain) 


AVAILABLE IN CONTAINERS OF 25, 100 AND 500 


Literature and Samples gladly supplied on request 


British Schering Limited 


229/2 31, Kensington High Street, London, W. 8 


telephone Western 8111 


a 

- SN 

/\ g 

q 

| | 

SB. 34/51 


A NEW 


OXYTOCIC 


SANDOZ 


METHERGIN 


Ampoules 


is a preparation of methylergometrine, a semi- 
synthetic ergot alkaloid. Methergin increases 
the frequency of uterine contractions and the 
tonus of the uterus and in this respect is 1.5—-2 
times as powerful as ergometrine. Furthermore, 
the duration of its oxytocic effect is prolonged, 
lasting up to 8 hours. No untoward effects on 
blood-pressure have been observed and Mether- 
gin can be administered even in septic cases. 
The introduction of this preparation thus marks 


a real advance in obstetrics. 


Tablets 


* Oral Solution 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, 


London, W.1 
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FOR RESTORATIVE 


THERAPY 
OF THE 
HYPO-OESTROGENIC, 


ATROPHIC 
OR TRAUMATIC 
VAGINA 


Vulvovaginitis, atrophic vaginitis and senile vaginitis associated with 
hypo-oestrinism have long been a therapeutic puzzle. When conditions 
such as itching, burning, dispareunia, vaginal discharge, and acute 
inflammation develop, the discomfort of the patient is often verv 
marked. 


Oestrogenic hormones given by injection or orally may relieve thes. 
symptoms, but often the necessity for high dosage by this means results 
in irregular or withdrawal bleeding. The use of an oestrogen in a 
cream base, applied topically in the vagina has been reported by 
clinical investigators*® to help cure this condition without producing 
detectable side-effects. 


DIENOESTROL CREAM (ORTHO) employs as its effective 


principle the synthetic oestrogen, Dienoestrol, combining high activity 


with low toxicity. Applied intravaginally, by means of the 
Ortho measured-dose applicator, Dienoestrol Cream induces 
prompt clinical response. 


* A. E. Rakoff. * A Clinica! Evaluation of Dienoestrol, a 
Synthetic Oestrogen.” J. Clin. Endocrinol. October, 
1947. 

* C. M. Melane, Amer. J. Obst. and Gyn., Vol 57, §, 
pp. 1018-1019, May, 1949. 
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Complete Range 
of Standardised 


Available in all appropriate Pharmaceutical forms and strengths 


Cstrone B.P. 2202+ + MENFORMON 
Estradiol Benzoate B.P. ...DIMENFORMON 


OESTROGENIC Estradiol Dipropionate B.P.. . Do. DIPROPIONATE 
Ethinyl Estradiol LY JORAL 
Testosterone & its propionate B.P.. NEO-HOMBREOL 
ANDROGENIC 


Methyltestosterone B.P. . . . NEO-HOMBREOL (M) 


Progesterone B.P. . PROGESTIN 
PROGESTOGENIC 


Ethisterone B.P. . ... 


ADRENAL CORTEX 


Deoxycortone acetate B.P.. . . 
HORMONE 
“Chorionic Gonadotrophin BP. ...... PREGNYL 
GONADOTROPHIC 


Serum Gonadotrophin B.P.. GESTYL 


THYROTROPHIC Extract of Anterior Pituitary. ..... . AMBINON 


All freely prescribable under the N.H.S. 


Literature on request 


RGANON asorarories ttp. 


BRETTENHAM HOUSE, LONDON, W.C.2 
TELEPHONES: TEMPLE BAR 6785/6/7. 0251/2 
TELEGRAMS: MENFORMON, RAND, LONDON 
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Vitamins for all ages... 


FOR ADULTS 


A product containing eight important vitamins in proportions supply- 
ing an adequate vitamin intake in the daily dose of one capsule. 


Fach Capsule represents: 


Vitamin A §,000 1.0 Vitamin B, 0.5 mgm 

Vitamin D 500 1.U. Pantothenic Acid 1! mgm. — 
Vitamin B, mgm Nicotinamide mgm. ABIDEC 
Vitamin B | mam Vitamin C 75 mgm. Sire 


In bottles of 30 and 250 Capsules 


FOR INFANTS & CHILDREN 


The most satisfactory way of giving vitamins to infants and children. 
Eight vitamins are presented in a clear, water-miscible solution which 
mixes practically unnoticed with food and drinks. 


Each 0.6 ¢.c. GO drops from dropper supplied) represents 


Vitamin A §,000 1.U. Vitamin B, 0.5 mgm 
Vitamin D 1,000 L.U. Pantothenic Acid 1 mgm. 
Vitamin B 1 mgm. Nicotinamide 5 mgm 
Vitamin B 0.4 mem. Vitamin C 


In 10 and 50 c.c. bottles with dropper. 


PARKE, DAVIS & COMPANY, LIMITED 
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In CAESAREAN SECTION— 


ensure greater safety 


for mother and child 
by using 
*‘KEMITHAL’ SODIUM 


Trade Mark Thialbarbitone 


d-Tubocurarine chloride 


*Avion’ brand 


| and Cyclopropane 
Ow id 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited WILMSLOW, MANCHESTER Ph.224 | 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 


. AND TWENTY-SIX OTHER SOCIETIES 


Editor Associate Editors 

G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynaecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. 
Abstracts of the important literature from all parts of the world are 
published. Most of the outstanding medical schools in the United States 
are represented on the editorial board, which consists of forty-two of the 
leading teachers and practising specialists in America. 
The two volumes published annually contain approximately 2.200 pages 
and have about soo illustrations. They constitute a complete record of 
progress and achievement for the pe riod. 


Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
AGENT FOR GREAT BRITAIN 


HENRY KIMPTON .. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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DALZOBAND 


Zine Paste Bandages 
of high quality 


DALZOBAND (I) Zinc Paste Bandage Unna's Paste type BPC 


DALZOBAND (2) Zinc Paste Bandage NHS 


Contains zinc oxide, glycerine, sterilized 


DALZOBAND (3). Zinc Paste and 


refined glue, gum acacia, benzoic acid and Ichthammol Bandage NHS 
water. Has antiphlogistic, dehydrating and As Dalzoband (2) with the addition of 
cooling properties. Widely used for treating ichthammol 2%. For conditions of chronic 


phlebitis, oedema, eczema and chronic ulcer- 


dermatitis. Changed 7-14 days. 
ation—especially of the legs. 


DALZOBAND (4) c. Ichthammol and DALZOBAND (5) Urethane and Calamine 


Urethane 
my As Dalzoband (2) but with ichthammol and As Dalzoband (2) plus urethane 2%, calamine 
in urethane—each 2%. Antiseptic, deodorant. 5-757. Soothing, stimulating, ideal for 
Excellent for dermaticis and itching eczema persistent senile eczema and ulceration. 
associated with varicose ulcers. Ideal for burns. Changed 1-6 weeks. 


DALMAS the House for Ambulatory Products of Quality since 1823 
DALMAS LIMITED - JUNIOR STREET - LEICESTER ~- Telephone 6526! (eight lines) 


Branches and 


depots in London, Leeds. Glasgow and Belfast 


INDIVIDUAL 
CORSETRY SERVICE 


fot the More Ample Fiqute 


Obesinable through Resident Spirella Corsetieres 


everywhere. For addresses see Spirella page in the Tele- 


phone Directory... or on application to 


The 
SPIRELLA COMPANY of GT. BRITAIN 
LIMITED 


LETCHWORTH HERTS TEL: LETCHWORTH 159 
and SPIRELLA HOUSE, OXFORD CIRCUS, LONDON, W.1 TEL: REGENT 3832 
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SUBLINGUAL ABSORPTION 


FROM 


CIBA ‘LINGUETS’ 


Can DOUBLE the effectiveness 
of the 
ORALLY ACTIVE Hormones 


Effective Economical Convenient 


Perandren * Linguets* contain Methyltestosterone B.P. 
Lutocyclin * Linguets’ contain Ethisterone B.P. 
Etieyclin * Linguets* contain Ethinyl Oestradiol 
Percorten * Linguets* contain Deoxycortone Acetate B.P. 


SYSA 


*Perandren’, *Percorten’, *Etievelin’, *Lutoeyelin’, and ‘Linguets’ are registered trade marks) 


Reg. user 


CIBA LABORATORIES LIMITED 


HORSHAM SUSSEX 


Telephone» Horsham 1234. Telegrams : Cibalabs, Horsham, 
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lo provide enough of all the essential protective factors and at the 


same time to avoid unnecessary excess is the aim in prescribing for 
pregnancy. Supplementation is needed to maintain full health and 
to guard against-such complications as. for example, toxaemia. pre- 
mature births. hypochromic anaemia. inability to breast feed and 


dental caries 


By combining in one preparation all the factors needed to ensure 


adequacy, not only is economy effected but the patient is not 


burdened by excessive medication 


FORMULA: The daily dose provides, at time of manufacture. 
ag.vitamin A conc.,B.P .(40mg.)2,000 1.1. | ferr. sulph. exsic., B.P. 204 meg 


hig.vitamin D conc.,B.P.(30mg.) 300 i.u. | 


calc, phosph., B.P. .. 480 me 


vitamin B,, B.P. ‘ 0.6 mg. : 

| pot. iod., B.P. not less than ..15 p.p.m 
tocoph. acet.,B.P.C.<vitamin E I mg. | cupr. sulph., B.P. . t not less than 
nicotinamide, B.P 25 mg. mang. sulph., B.P.C. .. 40 p.p.m. 


‘ WIL ls 
rece alilies 


All shecralines 


PREGNAVITE 


a single supplement for safer pregnancy, 
o 


Official equivalent of 
some Vi. sp 


Clinica samp!« and medical literature may be obtained on application to :— 


VITAMINS LIMITED (Dept. C.43), UPPER MALL, LONDON, W.6 
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DOWN BROS. 


| and 


MAYER & PHELPS, LTD. 


KENNEDY’S MODIFICATION OF PRYOR’S 
HYSTERECTOMY CLAMPS 


The handles are removable, thus saving space in the 
operation field, when a number of forceps are being used. 


As the handles are interchangeable, they can be easily 
replaced when removing the clamps 


SURGICAL INSTRUMENT MAKERS 


DOWN BROS. and MAYER & PHELPS, LTD. 


Head Office : 
92-94, BOROUGH HIGH STREET, LONDON, S.E. 1 


Showrooms: 


32-34, NEW CAVENDISH STREET, LONDON, W. 
TORONTO: 70 Grenville Street 


| 
| @ 

| 


Pethidine ‘Roche’, now generally accepted as a reliable 
antispasmodic and analgesic, is of particular value in 
labour, where it is desired to relieve pain rapidly without 
impairing consciousness or co-operation. It combines the 
spasmolytic effects of drugs such as atropine and papaverine 
with the central analgesic action of morphine. 


In a journal report on the use of pethidine in 500 cases, it 


was stated that “ pethidine approaches the criteria for an 
ideal analgesic for use in labour more nearly than any other 
known substance . . . Its chief advantages are safety, lack 
of toxic effects, lack of effect on the course of labour, and 


simplicity of administration.” (Brit. med. ]., 1947, i, 437-) 


Issued in Tablets ; 25 mg. and 50 mg. in packings 
of 25 and 100. Ampoules of two sizes containing 
$0 mg. and 100 mg. respectively in packings of 
12 and 100. Rubber-capped phials of 50 ¢.¢., 
each ¢.c. containing 50 m.2. 


Where additional amnesia ts desirable it has been found 


advantageous to combine Pethidine with other drugs of 


which scopolamine has proved the most satisfactory. 


/ssued in Ampoules each containing Pethidine 


100 mg. and Scopolamine er. 1/150 (0.43 mg.) 


ROCHE PRODUCTS LIMITED, WELWYN GARDEN CITY, ENGLAND 
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‘VOLPAR’ 


VOLUNTARY PARENTHOOD 


for Contraception 


— \\ 
SZ 


SS 


SSS 
== 


— 


SSS 


—~ >=" 


— 


—VOLPAR contains the most effective spermicide available, phenyl 
mercuric acetate. 


| —VOLPAR is perfectly non-toxic, even on prolonged use. 
—VOLPAR is formulated with a base which ensures its ready 


liberation and rapid diffusion. 


—VOLPAR is free from odour and is in every way esthetically 
acceptable. 


—VOLPAR is approved by the Family Planning Association. 


—= 


Available as Volpar Gels and Volpar Paste. 
A combined packing of Volpar Paste and Applicator is also available. 
For maximum safety Volpar Gels or Paste should be used with a cap or sheath. 


Further information is available on request to the Medical Department 


THE BRITISH -DRUG HOUSES LTD. LONDON N.1 


Vol/ B/28 
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NOTICES 


THE JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established 
by a Private Limited Company in 1901. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 
maintenance and improvement of the Journal. In November 1950, the Journal was trans- 
ferred by purchase to the Royal College of Obstetricians and Gynaecologists. | Under the 


new direction the previous policy will be maintained. 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 
for the Dominions, Colonies and Foreign Countries. It is payable to the publishers. 


Books for review should be sent to the Editor. The right of publication of all 


articles is reserved. 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Moorings, North Chailey, Lewes, Sussex. They are accepted on the understanding 
that they are contributed to this Journal only. Authors are advised to keep a copy of all 
manuscripts. Proofs will be submitted to authors resident in the United Kingdom, but 
to avoid delay or loss the proofs of authors resident abroad will be corrected by the 
editorial staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions : 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon initial capital and contraction for the genus 


copies) should be submitted. Italics in the only after a full spelling at the first mention, 

text should be reserved for words in a thus : 

foreign language and as little as possible Clostridium welchii followed by Cl. 

used to indicate emphasis. welchii; Bacterium coli—Bact. coli; Bacillus 
Proper scientific names giving both genus tuberculosis — B. tuberculosis; Corynebac- 


and species should be italicized, with an terium diphtheriae—C. diphtheriae. 
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Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 
prove, 
“ Progress: Went downhill.” 


The author's name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on ar: 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., = 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not ¢.c. or ¢c.cm.); mg.; pounds (not Ib.); 
ounces (not oz.), etc., and wherever suitable 
the metric equivalent of an English measure 


, Should be given, for example, when record- 


ing pelvic measurements, size and weight of 
babies, tumours, etc. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 
ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2, 128. 

Samson, P. (1940): Obstetrics for Midwives, 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 


Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 

Contributors from overseas should state 
the required number on their manuscript. 


EXCERPTA MEDICA 


Phe International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine 


OBSTETRICS AND GYNAECOLOGY 
SECTION X 
CONTENTS 
\ll articles appearing in journals devoted to obstetrics, gynaecology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
abstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 
American Journal of Obstetrics and Gynecology 
ss The Excerpta Medica appear in faultless English 
Professor P. Greenhill 
2 May I say that your Section X of Excerpta Medica ts 


excellent and I therefore cannot offer any suggestions for its 
mprovement I believe you and your co-editors are doing a 


magnificent job 


Phe subscription rate is-/3-15s. per yearly volume of 600 pages, including an index 
classified both by author and subject Write for a prospectus or specimen copy 


Sole Distributors for Great Britain and the British Dominions: 


& S. LIVINGSTONE. LTD... 16-17, TEVIOT PLACE, EDINBURGH, 1. 


A Journal Devoted to the Clinical Aspects of Infertility 


FERTILITY and STERILITY 


JOURNAT 


AMERICAN SOCIETY FOR THE STUDY OF STERILITY 
Pendleton Tompkins, M.D., Editor 


FERTILITY STERILITY ts a! available. This new journal, covering 
unique journal designed tor all those all aspects of the field offers autho- 
who may be called upon to diagnose ritative, original papers from leading 
and treat infertility. ‘To-day, as never medical centres. Now firmly estab- 
before, the alert physic ian can offer help lished FERTILITY ann STERILITY 
to the childless couple. New diagnostic will help keep you abreast of progress 


technics, new effective therapics are now in this growing area of — practice. 


Bimonthlh Published by 


Approx. 600 pp. yearly PAUL B. HOEBER, Inc. 
Volume II Begins With Jan. 1951 Medical Book Department of 

58.00 per Year in U.S. and Pan-America Harper & Brothers 

49 E. 33rd St., New York 16, N.Y. 


Issued 


59.50 Elsewhere 
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FP through emotional disturbance 


or through foetal pressure, constipation has 


become a commonplace of pregnancy. 


No matter how normal the pregnancy 
and parturition, labour completed inevit- 
ably brings its problems: sudden diminu- 
tion of the abdominal contents. persistent 
lack of tone in the intestines, weakness of 
the levator ani muscles. bulging of the 
rectum: all result in some degree 
constipation. 
Dispersing 


of 


freely 
throughout the intestinal contents, Agarol 


and 


uniformly 
provides the three essentials for easy. timed 


evacuation: retention of fluid in the faecal 
column, lubrication, mild peristaltic stim- 
ulation. 


AGAROL 


TRADE mane AFC 


sol 
Uibliam WARNER and %d.Power Road, London WF. 


constipation and intensi- 
fied by the conditions of pregnancy. haem- 
orrhoids bring further discomfort to the 
expectant) mother. For 


women 


many 
haemorrhoids are the permanent legacy of 
childbirth: untreated they remain as a 


constant source of discomfort and possible 
precursor of more serious conditions. 


By acombination of the constituents most 
effective in relieving the painful symptoms 
and correcting the local causes of haemorr- 
hoids. Anusol haemorrhoidal suppositories 
provide a treatment that can be recom- 
mended with confidence in pregnancy as 


safe. effective, simple and balanced. They 
contain no narcotics to mask more serious 
symptoms. 


Anu 


TRADE MARK REC 
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AS 
the Shitd Stage 


The antibacterial and antifungal efficiency of ** Procid *’ 
has led to the introduction of ‘ Procid *’ Vaginal Cream 
for the treatment of many infective conditions of the 
vagina. 


**PROCID”’ Vaginal Cream is prepared with a special non-greasy base which 
enables it to adhere to the vaginal wall; it has a pH of about 5 and does not, 
therefore, materially affect the physiological acidity. The product is free from 
sensitization and irritant effects, and is of particular value in mycotic vulvovaginitis, 
with or without secondary bacterial infection. 


Pruritus vulvae without vaginal involvement is conveniently 
treated with 15 per cent ‘Procid*’ Ointment which 
is prepared with a base of the * vanishing cream’ type. 


PRESENTATION **Procid’’ Vaginal Cream ... tubes of 2 0z. with nozzle- 


applicator 


‘*Procid’’ Ointment 15°, ... tubes of 1 drachm and 1 oz. 


Comprehensive literature and clinical material will gladly be supplied 
on request 


8 ST. GEORGE STREET, HANOVER SQUARE, LONDON, W. 1 
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Pethidine Hydrochloride ‘B. W. &Co.' is of proved value for ‘TABLOID ° sumo 
the relief of obstetric pain and there is evidence that its 


antispasmodic action shortens labour by overcoming cervical 


PETHIDINE 


rigidity and spasm, especially in primipare. HYDROCHLORIDE 

“‘Safe arrival”’ is the rule when Pethidine Hydro- 
chloride is used; neonatal depression or narcosis is infrequent 
and rarely serious. “WELLCOME "nwo 

‘Tabloid’ brand products: 25 mgm. and 50 mgm., in 
bottles of 25, 100 and 500; ‘Wellcome’ brand Injection, 
50 mgm. per c.c.: | ¢.c. and 2 c.c. ampoules, each in boxes 


of 12 and 100, and rubber-capped bottles of 50 c.c. 


Injection of 


PETHIDINE 


HYDROCHLORIDE 


For obstetric analgesia 


PETHIDINE 


HYDROCHLORIDE 


‘B.W.& CO.’ 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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NASAL OBSTRUCTION and _ in- 
creased secretion are undoubtedly 


the most distressing symptoms 
of the common cold. A prime fac- 
tor in providing for the patient's 
comfort therefore is the restora- 


tion of normal ventilation. 


*ENDRINE’ is a well-tried pre- 


paration which contains ephedrine 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON 


( 


“ENDRINE’ Nasal Compound 


( 


in concentrations harmless to the 


mucosa yet able to achieve ventila- 


tion for several hours. By its use 


the patient may be relieved at 


once of his symptoms and normal 


function can be restored. 


* ENDRINE’ is available in three 


varieties: Ordinary, Mild and 


Tsotonic. 


HOUSE, EUSTON ROAD, N.W.1. 


| | | \ / 
\ 
ny “ASE 
| 
| 
J 


Do not overlook 
the Psychological effect 
of a SPENCER Support 


During antepar- 
tum and _ post- 
partum periods— 
and especially in 
early ambulation 

a Spencer exerts 
an important 
psvchologi- 
cal effect. A 


Spencer's gentle 
but effective sup- 
port increases the 
patient’s conf i- 


A Spencer supports the breasts in position to ’ 

improve circulation, protects inner tissues; helps dence in h er 
prevent skin from breaking. Guards against ability to“ stay on 
caking and abscessing after childbirth her feet ” and 


“move about 


Spencer Antepartum-Postpartum Support 


Therapeutically, a Spencer Support helps to regain postural stability, helps replace organs 
in normal position, often relieves low-back pain. A Spencer offers protection to tissues 
affected by operative procedures without restricting natural muscle activity. 


A qualified scientifically trained Fitter furnishes us with a description of the patient’s body 
and posture, and detailed measurements. Then, the support is individually designed, cut and 
made at our Manufactory at Banbury. Within a short time the patient’s support 
is delivered and adjusted by the Fitter. 


For further information write to :— 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House Banbury : Oxfordshire 


BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity of issuing warning to beware of 
copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure that it ts 
a genuine Spencer Support and not a so-called copy. 


Spencer copyright designs are original and distinctive and for more than 20 years have been recognised 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts. 


Appliances supplied under the National Health Service 
Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of S(B)Ltd 
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in the pain ol 
dvsmenorrhoea 


_{SONALGIN. 


butophen with codeine 


rapid relief, and, by its sedative action, enables the 


patient to carry on her normal life. 


‘Sonalgin ' combines the analgesic properties of codeine 
and phenacetin with the sedative properties of butobarbitone, 
and by this combination the two effects mutually 


enhance one another. 

In other painful conditions such as neuralgia, myalgia, 
fibrositis, toothache and migraine ‘ Sonalgin * gives 

jually successful results. 

‘Sonalgin ' is supplied in containers of 12, 25, 100 and 
500 tablets. Each tablet contains butobarbitone gr. I, 
codeine phosphate gr. ¢ and phenacetin gr. 34. 


monufactured by: 


MAY & BAKER LTD 


MA48575 
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AN ANTERIOR PITUITARY HYPERHORMONOTROPHIC SYNDROME 


(Excessive uterine bleeding, galactorrhoea, hyperthyroidism) 


BY 


BERNHARD ZONDEK, YEHUDA M. BROMBERG AND SAMUEL ROZIN 


Krom the Gynecologic-Obstetric Department, Rothschild Hadassah 
University Hospital, and the Hormone Research Laboratory, Hebrew 


AMONG various diseases caused by hypo- 
function of the anterior pituitary lobe, the 
best known is Simmonds’s disease in which 
nearly all functions of the anterior pituitary 
cease. This condition may even prove 
fatal in cases of severe disturbance. Hyper- 
function of the anterior hypophysis leads 
to acromagaly, in which the growth-pro- 
moting hormone rather than a hormono- 
trophic factor is overproduced. 

Zondek (1930, 1934, 1938) has described 
hyperhormonal bleeding and amenorrhoea 
caused by hyperproduction of  follicle- 
stimulating hormone of the anterior 
pituitary as a hyperhormonotrophic symp- 
tom of the anterior pituitary. The present 
paper describes a new syndrome in which 
3 hormonotrophins are overproduced in the 
anterior pituitary, namely, the gonadotro- 
phic, lactotrophic and_ thyreotrophic 
hormones (the insulinotrophic factor also 
apparently being over-produced). The 


disease is manifested by the following 
symptoms : 

1. Excessive uterine bleeding of a com- 
pletely irregular type, extending over a 
period of months or even years (hyper- 
oestrogenic bleeding). 
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2. Galactorrhoea (non-puerperal), gen- 
erally profuse, and involving both breasts. 
3. Thyreotoxic symptoms. 
The following conditions were observed 
in some, but not in all of the cases studied : 
4. Decreased blood sugar, with a flat 
curve demonstrated by the glucose toler- 
ance test. Hyperinsulinism ? 
5. Secondary anaemia, 
sterility and nervous symptoms. 
During the last few years we have 
observed 5 cases,* the history of which we 
report herewith. It generally occurred 
between the ages of 20 and 31, the youngest 
patient being 19, and the oldest 31. All 
of the patients were of poor complexion, 
the medium height being between 4 feet 
Tr inches and 5 feet 3 inches (between 150 
and 160 cm.), and the weight between 6 
stones and 8 stones (44 and 51 kg.). Only in 
I case was the woman in a better nutritional 
condition, weighing 8 stones 14 pounds 
(57 kg.). It is difficult to say which of the 
symptoms appeared first. The principal 


secondary 


* In the meantime we have observed a sixth case 
with the same symptoms. 
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clinical symptom which actually led the 
patients to consult the doctor was uterine 
bleeding, which was so irregular and pro- 
fuse as to lead to extremely severe anaemia 
(Cases 1 and 2, Table I). The uterine 


bleeding was hypervestrogenic, as was 
evident from the following facts: the uterus 
was in all cases slightly enlarged and of a 
soft consistency; repeated examinations 
of the uterine mucosa revealed the charac- 


ms 


I-xcessive uterine 
bleeding 


Hyperplasia 
vlandularis 


Case I 


Very abundant 
irregular, Meno- 
metrorrhagia 


Size of the uterus slightly enlarged 


soft 


Swiss cheese 
pattern 


TABLE I 


Case 2 Case 3 Case 4 


Very abundant Abundant and 


\bundant and 


irregular, Meno- prolonged prolonged 
metrorrhagia menstrual flow, menstrual flow 
Menorrhagia every 3 weeks 


enlarged and 
soft 


slightly enlarged, 
soft 


slightly enlarged, 
soft 

Swiss cheese present 

pattern 


present 


Hysterogram 


Hyperestrogent 
vaginal smear 


follic le 


Urinary 
vonadotropins 


F.S.H 


Characters of 
mammary 
secretion 


Breasts 
development 


Thyreotoxi 
symptoms 


Weight 


Blood sugar 
hypoglycaemia 


Constriction of 
the visual fields 


Valpable persistent 


rinary oestrogens 


normal uterine 
cavum 


present ~~ 
present 


750 MU/litre 


less than 
50 RU /litre 


in crises 


Micro : Milk ; 
not coagulating 
at boiling 


Glandular tissue 


Tachyc 
exophthalmos 
sweating, subf 
temp. Tremor, 
B.M.R.-+ 44 

+47% 
Weight 44 kgs, 


Cachexia 


Increased sugar 
tolerance test 


Slight 
bi-temporal 


Galactorrhoea profuse, occurring profuse, occurring 


thalmos, sweating 


enlarged but 
normally shaped 
uterine cavum 


normal uterine 
cavum 


normal uterine 
cavum 


present not examined not examined 


present present present 


500 MU litre 300 MU/litre 250 MU /litre 


less than 
111 RU/litre 


33 RU/litre 33 RU/litre 


profuse, occurring abundant 
in crises in crises 
Micro : Milk ; 
not coagulating 
at boiling 


Micro : Milk; 
not coagulating 
at boiling 


Micro : Milk ; 
not coagulating 
at boiling 
Glandular tissue 


normal normal 


poorly developed poorly developed 


Tachy: 
struma, exoph- 


Tachyce. 
Sweating 
B.M.R.+22%, 


Exophthalmos, 
lachyc. Tremor, 
B.M.R. + 30% 


tremor, slight exoph- 
B.M.R. 0% thalmos subf. 
+ 40% temp. 


Weight 51 kgs, Weight 47 kgs, Weight 50 kgs, 


Exhaustion Exhaustion Moderate loss of 
weight 
lasting absent Increased sugar 
hypoglycaemia tolerance test 
(50 
absent absent absent 


profuse, occurring 


not coagulating 


Case 5 
increased 
menstrual 

bleeding 


enlarged 


present 


not performed 


present 
absent 


not examined 


not examined 


in crises 
Micro : Milk; 
at boiling 


normal 


Tachye 
Exophthalmos 
Struma + 45% 


Weight 57 kgs 


4 
7 
| 
absent 


teristic appearance of hyperplasia, mostly 
with the typical Swiss cheese pattern. In 
4 cases a palpable cystic ovary due to per- 
sistent follicle furnished further evidence of 
hyperoestrinism. In Case 1 puncture of the 
follicle through the vagina was performed. 
It contained 25 ml. follicular fluid with a 
content of 1 M.U, oestrogen per ml. (Allen 
Doisy Test), while fluorometric determina- 
tion (Finkelstein, 1948; Finkelstein, et al. 
1947) yielded 120 gamma oestrone and 
oestradiol per litre. The urine contained a 
high titre of oestrogenic hormone, as much 
as 750 M.U. per litre (Table II), whereas 
noincrease in gonadotrophic hormone 
(F.S.H.) was noted. In the 3 cases 
examined a vaginal smear revealed hyper- 
oestrogenic activity. All these factors 
taken together proved that we were deal- 
ing with hyperoestrogenic bleeding due to 
follicle persistence, associated with 
maximal hyperproliferation of the uterine 
mucosa. The bleeding was not caused by 
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any organic disease of the uterus; in all 
cases we were able to rule out submucous 
myoma with the aid of a hysterosalpingo- 
gram. Furthermore, the bleeding was not 
caused by a haematogenic diathesis, the 
blood formula was normal; Rumpel-Leyd 
tests negative in 4 out of 5 cases. Capil- 
laroscopy normal. 

In no case has the disease yet been 
observed in childless women. 

Galactorrhoea did not follow puerperal 
lactation but occurred at a period when 
milk secretion had ceased. The mammae 
became noticably hyperpigmented 
though the breast did not have the appear- 
ance of a puerperal lactating breast. The 
breasts themselves were flaccid. The 
mammary glands, too, were in no way 
unusually developed. The milk collected 
at irregular intervals occasionally became 
so profuse that 50 to 100 ml. of milk were 
secreted either suddenly or upon applica- 
tion of pressure. In 4 of the cases the 


Urinary oestrogens 


less than 


TABLE II 
Symptoms _ Case 2 Case 3 Case 4 Case 
Hyperoestrogenic vaginal smear + not examined not examined 4 


750 MU/litre 500 MU litre 300 MU/litre 250 MU/litre not examined 


33 RU litre 33 RU/litre less than not examined 
50 RU litre 111 RU/litre 

Palpable persistent follic le re +4 
Pathol. findings at Hysterographia 
Galactorrhoea 


Constriction of the visual fields 


. 
+ 
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secreted milk failed to coagulate on boiling. 
In one case the secretion was found to 
contain a mixture of colostrum and milk. 

Thyreotoxic symptoms were revealed by 
the following: strong exophthalmos (2 
cases), milder exophthalmos (3 cases); 
sudden loss of weight of 11 to 22 pounds 
(5 to 10 kg.), and in 1 case loss of weight 
of as much as 33 pounds (15 kg.) bringing 
the patient’s weight down to 6 stones 14 
pounds (44 kg.). In the other cases weight 
ranged between 7 stones ,6 pounds and 8 
stones 14 pounds (47 and 57 kg.). Sub- 
febrile temperature (3 cases); nervous 
symptoms (perspiration, diarrhoea, etc.). 
In all cases the basal metabolic rate was 
increased, from +22 to +47 per cent. (It 
is noteworthy that the basal metabolic rate 
varied, with different values observed in 
the same patient at various examinations. 
But the rate of metabolism was always 
above normal.) The electro-cardiogram 
was normal in all cases. 


An additional symptom was a slight 
hypoglycaemia in 2 cases (50 mg. per cent, 
72 mg. per cent). Sugar tolerance test (Ig. 
of glucose per kg. of bodyweight orally 
or intravenously) in these two and in a third 
case revealed a flat curve. In 1 case the 
blood sugar rose from 72 mg. to 103 mg. 
per cent after go minutes (Case 1); in 
Case 2 the blood sugar rose from 50 mg. 
to 128 mg. per cent after 60 minutes, and 
in Case 4 it rose from 86 mg. to 108 mg. 
per cent. Judging by what we have ob- 
served so far no hypersensitivity to insulin 
appears to exist. In 2 cases the intra- 
venous injection of 8 U. insulin did not 


yield hypoglycaemic shock (Radoslav 
test). 
Anaemia, sterility, and nervous 


symptoms were also observed as secondary 
symptoms of the disease. 

The syndrome described was caused 
by the hyperfunction of the anterior 
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pituitary, due to the following hormono- 
trophic factors: 

1. Gonadotrophin (F.S.H.) which in- 
duces continuous hyperproduction of 
oestradiol in the theca cells of the ovary. 
L.H. is probably not excreted or is 
excreted in insufficient amounts, and 
follicle rupture therefore fails to occur, 
resulting in a functional ovarian cyst 
(follicle persistence continously producing 
oestradiol). The hyperoestrinism, in turn, 
constantly stimulating the uterine mucosa, 
leads to maximal glandular cystic hyper- 
plasia and to uterine bleeding. The in- 
creased secretion of oestrogenic hormone in 
the urine also points to hyperoestrinism. 

2. Hyperproduction of thyreotrophin 
results in a rise in the basal metabolic rate, 
exophthalmos, tachycardia, loss of weight, 
subfebrile temperature and nervous 
symptoms. Creatin secretion in the urine 
is not increased. 

3. Hyperproduction of lactotrophin 
leading to varying degrees of galactorrhea 
from both breasts. In our cases the un- 
remitting production of oestrogenic hor- 
mone apparently prepared the breast 
tissue tor the action of prolactin. Accord- 
ing to Folley (1947) the intensity of the 
lactation is increased by the hyperproduc- 
tion of thyroxin, and this may also have 


. been the case in our patients. 


4. Hyperproduction of the pancreatro- 
phic, insulinotrophic factor? In 3 of our 
5 cases slight hypoglycaemia and a flat 
blood sugar curve followed the glucose 
tolerance test as in hyperinsulinism. After 
the injection of insulin the blood-sugar 
curve fell normally, without any symptoms 
of hypoglycaemia. No hypersensitivity to 
insulin was observed. The existence of the 
insulinotrophic factor in the anterior 
pituitary lobe has hitherto not been demon- 
strated with certainty, and therefore such a 
mechanism of hypoglycaemia in our case 
should be considered with some reserve. 
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(If the conttainsular hormone is assumed 
to have been produced in decreased 
quantities in our cases, the hyperinsulinism 
might be referred to this factor. How- 


ever, the fact that the patients were not 
sensitive to insulin supports the contrary 
view.) 

The following are the case histories: 


Case 1. First menstruation at the age of 14. 
Regular menstrual periods. In October 1939 the 
patient gave birth to a normal baby girl. Severe 
necessitating several blood 
and plasma transfusions and leading to puerperal 
Due to the unsatis- 
factory general condition of the patient lactation 
Menstruation 
initiated 6 months after the birth and recurred at 
regular 28-day intervals for 14 years, 
Gynaecological examination 8 months after the 
birth 
normal size. 


bleeding postpartum 
infection with 3-weeks fever. 


was contraindicated. was re- 


revealed normal breasts and a uterus of 
The first symptoms of the disease 
appeared in 1943. Menstruation became irregular, 
Slight secretion from 
Exophthalmos developed and the patient lost 
In September 1944, the patient was 
admitted to our department suffering from profuse 
uterine bleeding. She claimed that for several 
had 
intervals; sometimes very little, but at other times 
so severely that she was confined to bed for days. 
She had lost 18 pounds (8 kilo) during the past 6 
months. 


the breasts was observed. 


weight. 


months she been bleeding at quite short 


Results of Examination. 

The patient was a strikingly emaciated, 29-year- 
old woman, 5 feet 3 inches (162 cm.) tall, weighing 
6 stones 14 pounds (44 kilo), with a span of 5 feet 
t inch (158 cm.). 
buccal mucosa and conjunctiva were relatively 
pale. 

Blood, 3,400,000 erythrocytes; 6,700 leucocytes; 
haemoglobin 10 g.: 180,000 thrombocytes; bleeding 
time, 2 minutes; coagulation time, 5.5 minutes; 
Wasserman, Kahn, Rumpe!-Leyd, 
positive. Capillaroscopic examination of nail root 
capillaries showed no deviation from the normal 
Blood Group A, Rh negative. 

Chemical blood examination. Urea, calcium, 
potassium, normal; blood sugar, 72 mg. per cent: 


Her colour was poor and her 


negative 
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total cholesterol in the serum, 160 mg. per cent; 
total protein, 5.2 per cent; glucose tolerance curve 
following the oral administration of 60 g. of 


. glucose, flat as follows: 


Minutes 
Glucose, 
mg. per cent 72 86 £94 103 80 


Blood-pressure, 100/85. 

Tachycardia. In recumbent position, 100 per 
minute. 

Temperature subfebrile. Respiration normal. 
Examination of internal organs, heart, lungs, etc., 
normal. 

Urine. 24-hour excretion, 
Sugar, negative. Albumen, negative. 
content: gonadotrophin, less than 50 R.U._ per 


1,200 to 1,500 ml. 
Hormone 


litre; oestrogens, 600 M.U. per litre in a 24-hour 
specimen. 

Uterus slightly enlarged with a smooth surface. 
Right ovary somewhat enlarged and of cyst-like 
consistency. 

Milk secreted by both breasts on the 
application of slight pressure. At times 50 ml. 
could easily be obtained from both breasts. That 
the secretion consisted of milk is proved by the 
fact that it did not coagulate on boiling. It is 
noteworthy that, despite the marked lactation, 
the mammary glands were not unusually de- 
veloped. Characteristically, the milk accumulated 
at irregular intervals and was suddenly secreted, 
following which the breasts collapsed and became 
flaccid. 

Since the bleeding did not respond to the 
customary treatment a currettage was performed, 
yielding a very hypertrophied mucosa. Histo- 
logical examination revealed extreme glandular 
cystic hyperplasia (Swiss cheese pattern). 

The currettage interrupted the bleeding for a 
very short interval, but the patient soon began to 
bleed again. Her general condition deteriorated. 
In addition to bleeding thyreotoxic symptoms 
became marked: loss of weight, exophthalmos, 
diarrhoea, cardiac palpitation, basal metabolic rate 
of +45 per cent. 

Treatment, so far, was ineffective. Thus neither 
large doses of testosterone propionate (450 mg. in 
20 days), nor 150 mg. of progesterone, nor 10,000 
R.U. of chorionic gonadotrophin yielded 
results. In December patient 


was 


any 


1946, the was 
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67 
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admitted to hospital in a critical condition due to 
bleeding, and blood transfusions were administered. 
At this time, 750 M.U. of oestrogenic hormone and 
less than 50 R.U. of F.S.H. were found per litre 
of urine. Despite the transfusions uterine bleeding 
persisted, though at a diminished rate. Repetition 
of the curettage again yielded a thick mucosa with 
glandular cystic hyperplasia. 

In February 1947, the patient was treated with 
5 g. methyl thiouracil for 21 days without amelio- 
ration of the thyreotoxic symptoms. Basal 
metabolic rate, +47 per cent. 

In October 1947 another blood transfusion was 
found to be necessary. Curettage again revealed 
extreme glandular hyperplasia. 

September 1948. Bleedings had become less 
severe, although slight bleeding still occurred daily. 
Lactation also decreased. 

January 1949. The patient’s condition had 
changed in so far as the milk secretion had now 
practically ceased; whereas, on the other hand, 
uterine bleeding still persisted, though less 
profusely than before. Curettage again revealed 
glandular cystic hyperp!asia. 

Blood examination. Erythrocytes, 3,460,000; 
leucocytes, 11,200, haemoglobin, 11 g. per cent; 
neutrophils, 83 per cent; eosinophils, 1 per cent; 
lymphocytes, 11 per cent; monocytes, 5 per cent; 
thrombocytes, 130,000. Bleeding time, 4 minutes; 
coagulation time, 8 minutes. 

Blood chemistry. Sugar, 88 mg. per cent; urea, 
31 mg per cent; total protein, 5.5 per cent; NaCl, 
585 mg. per cent; total cholesterol, 263 mg. per 
cent free cholesterol, 73 mg. per cent; cholesterol 
ester, 190 mg. per cent calcium, 9.4 mg. per cent; 
phosphorus, 2.9 mg. per cent; phosphatase, 4.4 u. 

Liver function tests. Takata-Ara, negative; 
cephalin test, negative; thymol test, 1.-.Weltman 
7 

Urine free from albumen or sugar. 

Urea clearance test, normal. 

No creatinuria. Creatinin secretion, normal: 
1.19 g. per cent. 

Water tolerance test according to Volhard 
showed normal secretion. Sugar tolerance curve 
after the intravenous inoculation of 60 g. glucose 
followed the typical flat course : 

Minutes oO 30 60 90 120 150 


Glucose, 


me. per cent 88 92 05 102 87 101 
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Following the injection of 10 units of insulin, 
the blood sugar content fell from 95 mg. to 78 mg. 
per cent within 2 hours with no_ subjective 
symptoms. Thus there was no hypersensitivity 
to insulin. 

Hyperglycaemia developed (from 52 mg. to 140 
mg. per cent) following the subcutaneous injection 
of 1 mg. of adrenalin. 

It is noteworthy that during the past year the 
patient had observed that she was able to see in 
and adapt herself to the dark less well than 
formerly. Ophthalmological examination* re- 
vealed considerable disturbance of adaptation to 
the dark. The final rod threshold of the dark- 
adapted eyes was found to be log. 5 mmel. (normal, 
log. 3 mmcl). Bitemporal constriction of visual 
fields was also found. Ocular fundi were normal. 

No pathological changes were revealed by X-ray 
examination of the bones (skull, sella turcica, 
tubular bones, vertebral column) Encephalo- 
graphyt yielded no pathological findings. 

Following a month of bed rest the basal meta- 
bolic rate was +44 per cent. 


Case 2. Mrs. A. E., a 31-year-old married 
woman consulted us in connexion with abundant 
uterine bleeding associated with galactorrhoea, 
excessive loss in weight, profuse transpiration and 
tachycardia. The family history was uncontri- 
butory. First menstruation at the age of 13 years. 
The menstrual period was always regular until the 
present disease. She had undergone 3 normal 
deliveries, the last, 5 years previously, in 1944. 
Lactation was normal and continued for 5 months 
after delivery. Menstruation was _ re-initiated 
4 months after birth, but recurred with an exces- 
sive menstrual flow of 8 to 10 days’ duration. In 
October 1945 (14 months after her last delivery) 
the patient observed spontaneous milk secretion 
from both breasts preceded by pains in both mam- 
mary regious. Considerable quantities of milk 
could be expressed by slight pressure on the 
nipples. The amount of milk secreted increased 
progressively, while the menstrual flow increased 
in quantity and duration. At the end of 1946 


*We are indebted to Dr. J. Landau of the 
Ophthalmologic Department for eye examinations. 

+ We are indebted to Dr. A. Beller, Head of the 
Neurosurgical Department, who carried out the 
encephalography. 
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exophthalmos developed. The patient suffered 
from palpitations, transpiration, nervousness and 
loss in weight. The basal metabolic rate, measured 
in March 1947, revealed + 44 per cent. 

In October 1947, the patient complained of very 
excessive menstrual bleeding and paims in the 
lower abdomen preceding the menstrual flow for 
7 to 10 days. On gynaecological examination 
(before menstruation) a slightly enlarged uterus 
and a cyst of the right ovary was found. A 
laparotomy was performed in another hospital 
and a follicular cyst of the right ovary the size of 
an egg was removed, while no myoma was found 
in the soft and slightly enlarged uterus. The 
patient’s general condition deteriorated distinctly 
and progressively, while the uterine flow became 
more profuse, frequent and irregular. 

At that time the patient came under our 
Her bleed- 
ing was sometimes so severe that she was con- 
fined to bed for days. Her temperature was 
frequently subfebrile, between 37°C. and 38°C. 
She had lost 15 pounds (7 kilo) during the 5 
months following operation. Her basal meta- 
bolic rate in February 1948, and April 1948, were 
+47 per cent and +17 per cent respectively. Milk 
secretion from the breasts was frequently profuse 
and very annoying. The patient was admitted to 
our hospital for clinical investigation in March 
1949. 

Clinical Examination. The patient was an 
emaciated woman, weighing 8 stones 8 pounds 
(54 kg.), 5 feet 2 inches (158 cm.) tall, with a span 
of 5 feet (154 cm.) Her mucous membranes were 
pale. No other abnormalities were observed on 
internal examination. Gynaecological examination 
revealed a slightly enlarged uterus of distinctly 
soft consistency and a small cyst of the right 
ovary. 

Laboratory examinations. Blood: 3,400,000 
erythrocytes, 7,400 leucocytes, 9.8 g. per cent 
haemoglobin, 220,000 thrombocytes; bleeding time 
5 minutes 20 seconds, coagulation time 6 minutes 
45 seconds; Wassermann, Kahn, negative; blood 
group, A, Rh+. 


observation in our outpatient clinic. 


Chemical blood examinations. Urea 21 mg. per 
cent, calcium 9.8 mg. per cent, potassium 21 mg. 
per cent, uric acid 3.8 mg. per cent; total 
cholesterol 230 mg. per cent; free cholesterol 81 mg. 


per cent; cholesterol ester 149 mg. per cent; total 
protein 8.4 per cent; glucose 60 mg. per cent; 
glucose tolerance test after oral administration of 
60 g. of glucose was as follows: 


Minutes 7) 30 90 
Glucose 
mg. per cent 50 


150 


128 94 92 60 50 


Blood-pressure, 120/75. Pulse: 104/1 minute. 

Rumpel-Leyd, negative. Capillaroscopic exam- 
ination of nail bed showed no deviation from the 
normal, 

The basal metabolic rate was +27 per cent. 

' Temperature subfebrile. Respiration normal. 
Roentgenological examination of heart and lungs 
normal. The skull and sella turcica were normal 
in X-ray picture. 

Urine. 24-hour excretion, 1,100 to 1,400 mil. 
Sugar and albumen, negative. 

Hormone content of urine. Gonadotrophin, 
33 R.U. per litre; oestrogens, 500 M.U, per litre; 
17-ketosteroids 8 mg. per litre. 

The mammary glands were of normal size and 
not excessively developed. The milk could be 
expressed and 50 ml. of milk was obtained for 
examination. It did not coagulate on boiling. 

Ophathalmological examinations revealed normal 
ocular fundus and normal visual fields. The final 
rod threshold of the dark-adapted eyes was found 
to be log. 4 mml. 

Owing to the irregular and excessive uterine 
bleeding a curettage was necessary. The uterine 
cavity was 9 cm. long, the uterine mucosa was 
oedematous and _ hypertrophied. Histological 
examination revealed glandular cystic hyperplasia. 

The curettage brought relief from bleeding for 
one month only, and the patient returned with her 
former complaints in July 1949. Her general 
condition continued to deteriorate, while loss of 
weight, cardiac palpitations and nervous instability 
were striking. Treatment consisting of chorionic 
gonadotrophin, 12,000 R.U. in 12 days was given, 
but no improvement followed. No change was 
observed after the administration of 450 mg. of 
testosterone-propionate either. 

Gynaecological examination in October 1949, 
showed a distinctly enlarged and soft uterus, while 
on ovarian cyst the size of an apple was found in 
the right ovary. Hystero-salpingography revealed 
a normally shaped but enlarged uterine cavum. 


120 
A 
q 4 
| 
é 


532 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Another curettage was performed in November 
1949, again with a histological picture of glandu- 
lary cystic hyperplasia (Swiss cheese pattern) 
The cystic follicle of the right ovary was punctured 
through the vagina and 25 ml. of clear, yellowish 
and transparent fluid was obtained. The follicular 
fluid contained 1 M.U. oestrogen per ml. The urine 
contained 500 M.U. of oestrogens per litre (Allen 
Doisy test) and 50 gamma/litre oestrone and 
oestradiol (fluorometric method). 


Case 3. Mrs. Z. G., aged 30 years, married for 
7 years Her first menstruation occurred at 13 
years and was always regular at intervals of 
28 days and of 4 to 5 days’ duration. There were 
severe pains during menstruation, which receded 
after her marriage. The patient was operated upon 
at the age of 25 for left extra-uterine pregnancy, 
when the left ovary was removed. At the age of 26 
she again became pregnant and delivered a norma! 
girl. The baby was weaned when 6 months old 
and regular menstrual flow became excessively 
abundant and lasted for 7 to 8 days. One half 
year later the patient observed milk secretion from 
both breasts, and this increased progesssively in 
amount and was particularly abundant shortly 
before menstruation, when the milk was secreted 
spontaneously and between 30 and 50 ml. of milk 
could easily be expressed from each nipple. During 
the last year the patient complained of exhaustion, 
and of the loss of 13 pounds (6 kilo) in the last 7 
months. In February 1947, the patient was 
admitted to our hospital for a rather profuse 
uterine bleeding, which began at the normal date 
of her menstruation period but continued for 3 
weeks. 

Examination revealed distinct anaemia due to 
continuous blood loss. Slight universal hyper 
trichosis of the body surface. Temperature, pulse 
and respiration were normal. The blood count 
revealed 3,000,000 erythrocytes, 7,200 leucocytes, 
g.o g. haemoglobin; the differential count was 
normal. Thrombocytes 140,000. Bleeding time 
7 minutes; coagulation time 8 minutes. Rumpel- 
Leyd negative. Normal capillary bed on capil- 
laroscopic examination. The Wassermann 
reaction was negative. The blood chemistry was 
normal, except for hypoproteinaemia of 5.2 per 
cent. Blood sugar 86 mg. per cent. Weight 


7 stones 6 pounds (47 kilo). 


The patient presented evident manifestations of 
thyreotoxicosis. There was a distinct tremor, 
profuse transpiration, diarrhoea, slight exophth- 
almos and subfebrile temperature between 37.2°C. 
and 37.6°C. Tachycardia was present, 96/min. 

The breasts were large and pendulous, and no 
signs of mammary dysplasia were observed. 
Secretion of milk was noted from both breasts, and 
microscopic examination of the secreted liquid 
showed it to be a homogeneous fat emulsion which 
did not coagulate on boiling. 

On pelvic examination the uterus was distinctly 
enlarged, soft and movable. The right ovary was 
palpable, enlarged and of cystic consistency. 
Hystero-salpingography revealed a uterine cavum 
of normal size. The basal metabolic rate was 
+22 per cent. The F.S.H. titration of the urine 
showed 33 R.U. per litre, while the oestrone titre 
was 300 M.U, per litre urine. Radiography of the 
sella turcica was normal. On curettage a very 
thick endometrium was removed showing the 
typical microscopic picture of extreme glandular 
cystic hyperplasia. 

Treatment with 350 mg. of testosterone pro- 
pionate intramuscularly was given for 12 days in 
3 subsequent cycles. During the following 7 
months the menstrual flow became less abundant 
and of shorter duration, but no distinct improve- 
ment was observed. The secretion of milk per- 
sisted. 

In November 1947, menstrual bleeding was again 
so abundant that another curettage became neces- 
sary. At this time the histology of the uterine 
mucosa again revealed glandular hyperplasia, A 
course of treatment with 10,000 I.U. of chorionic 
gonadotrophin in ro days was without effect. 

The patient, who continued to suffer from 
menorrhagia and galactorrhoea was re-examined in 
April 1948. Another attempt to inhibit milk 
secretion with the aid of oestrogens was made, the 
patient receiving 50,000 I.U. oestradiol benzoate 3 
times weekly, and a total of 450,000 I.U. of oestra- 
diol benzoate during 3 weeks. No effect on the 
galactorrhoea was noted, while the bleeding became 
more profuse and required an additional curettage. 
Histological examination of the uterine mucosa 
again revealed glandular cystic hyperplasia with 
the typical Swiss-cheese pattern. Another course 
of treatment with testosterone propionate (total 
dose 450 mg.) was given with no effect. At the 


i 
a . 


AN ANTERIOR PITUITARY HYPERHORMONOTROPHIC SYNDROME 533 


last examination in February 1949, the patient 
continued to suffer from abundant and irregular 
uterine bleeding and copious milk secretion from 
both breasts. The thyreotoxic symptoms persisted 
as well. 


Case 4. Mrs. E. N., aged 31 years, had been 
married for 11 years and had a normal delivery 7 
previously. Lactation contmued for 8 
months, and regular menstruation returned 6 
mouths after delivery . She was examined 3 years 
ago for secondary sterility. A premenstrual 
curettage performed at this time disclosed glandular 
hyperplasia of the uterine mucosa. During the 
following year her menstruation became excessively 
copious, lasted 6 to 7 days and recurred at rather 
short intervals of 3 weeks. For 2 years she suffered 
from pains in both breasts which were tender to 
palpation and secreted milk when pressed. The 
milk from the mammae as well as 
menorrhagia increased progressively in severity 
but the patient did not consult us until uterine 
bleeding occurred almost daily between the men- 
On admission in March 1947, the 


years 


secretion 


strual periods. 


patient was suffering from serious anaemia and 


evident symptoms of hyperthyreoidism, including 
moist skin, fine tremor of the hands, mild 
exophthalmos and pulse rate of 110. The patient 
lost 15 pounds (7 kg.) during the last 6 months, 
and weighed 8 stone (50 kg.). Her breasts were of 
fair size and adipose but no cystic tumour could 
be palpated. The nipples were excessively pig- 
mented. Milk was abundantly secreted by both 
breasts. Pelvic examination disclosed a slightly 
enlarged uterus and palpable and cystic ovaries. 

Red blood count: 3,100,000, Hg 65 per cent; 
leucocytes 6,200; blood chemistry normal. The 
glucose tolerance test (after 50 g. of glucose by 
mouth) revealed increased sugar tolerance: 
Minutes oO 30 60 90 120 
Glucose, 

mg. percent 86 104 


150 


108 76 68 76 

Basal metabolic rate +30 per cent. F.S.H. in 
the urine was less than irr R.U. per litre. 
Oestrone titration in the urine was 250 M.U. per 
litre. Histologic examination of the uterine 
mucosa removed by curettage revealed glandular 
hyperplasia. 

Treatment with 450 mg. of testosterone propion- 
ate was given in order to inhibit the lactating 


activity of the mammae and to prevent excessive 
bleeding. Since no improvement followed a cyclic 
oestradiol and progesterone therapy (10 ing. oestra- 
diol benzoate and 50 mg. progesterone) was tried 
for 2 successive months. However, the patient, 
when seen in April 1948, continued to suffer from 
galactorrhoea and excessive but regular menstrual 
flow. 

Case 5. Mrs. M. J., aged 37 years, married for 
8 years. First menstruation at 13 years, recurred 
at regular intervals until her first pregnancy in 
1942, which was terminated by Caesarean section. 
From this time the patient has been under our 
observation. The postpartum course was compli- 
cated by thrombophlebitis of the left leg, from 
which the patient recovered completely. Lactation 
was poor and menstruation was re-established 5 
months after delivery. The menstrual bleeding 
was now more abundant than at any other period 
of patient’s life. 

The patient had been complaining of loss of 
weight for 4 years and also suffered from copious 
sweating, diarrhoea and subfebrile temperature; 
slight exophthalmos developed. A diagnosis of 
thyreotoxicosis was made and confirmed by a 
basal metabolic rate of +45 percent. For 2 years 
a distinct goitre developed, which sometimes 
even led to respiratory distress due to compression 
on the trachea. For 3 years (since 1945) copious 
milk secretion was observed from both breasts, 
occurring spontaneously or by pressure on the 
breasts. Considerable quantities of milk (5 to 
too ml.) could easily be obtained at any time by 
pressure on the mammary glands. 

The patient was admitted to our department for 
clinical investigation in February 1948. She was 
somewhat thin, weight 8 stones 9 pounds (55 kg.). 
5 feet 5 inches (166 cm.) tall, with a span of 5 feet 
1 inch (157 cm.). Gynaecological examination 
showed a distinctly enlarged uterus and a cystic 
right ovary. 

Blood examination: 4,230,000 erythrocytes, 12 
per cent haemoglobin, 6,300 leucocytes, 240,000 
thrombocytes; bleeding time 5 minutes, coagula- 
tion time 7 minutes; Wassermann, negative; 
Rumpel-Leyd, negative. Blood sugar 103 mg. per 
cent. Sugar tolerance test—normal. Urea, 42 
mg per cent, calcium, 10.2 mg. per cent, potassium, 
21 mg per cent, total cholesterol, 205 mg. per cent, 
protein 7.2 per cent. 
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Blood-pressure, 130/80. Pulse in recumbent 
position, 110/minutes, Temperature, subfebrile, 

A right total and left subtotal thyreodectomy 
was performed on 26th May, 1949, and histological 
examination revealed thyroid adenomata, The 
general condition of the patient improved 
strikingly after operation and the symptoms of 
thyreotoxicosis vanished. However, the exoph- 
thalmos persisted and even became more distinct. 
The basal metabolic rate 4 weeks after operation 
was +4 per cent. 

The galactorrhoea did not change its character 
and persisted as copiously as before the operation. 
A premenstrual endometrial biopsy performed 3 
months after operation showed glandular hyper- 
plasia, 

Ophthalmologic examination revealed both 
visual fields to be normal, normal eye fundi and 
final rod threshold of the dark-adapted eyes 
strikingly increased: log. 4.8 mml. 

The X-ray picture of the skull and sella turcica 
showed no pathologic findings 


DISCUSSION 

The pituitary hyperhormonotrophic 
syndrome described is of rare occurrence. 
Among 280 cases of polyhormonal (hyper- 
oestrogenic) uterine bleeding, which we 
have observed during the past few years, 
we have discovered only 5 cases (now 6 
cases) in which the bleeding was accom- 
panied by galactorrhoea and _ thyreotoxi- 
cosis. The fact that this disease is rare, 
even though cases of hyperoestrogenic 
bleeding are frequent, indicates that there 
must be unknown factors which stimulate 
the hypophysis. This may be deduced 
from the fact that similar symptoms can 
rarely be demonstrated experimentally. 
One of us (Zondek, 1936, 1937) has shown 
that certain of the anterior pituitary factors 
(growth hormone, gonadotrophin) may 
regularly be suppressed by means of large 
doses of oestrogenic hormone, with the 
result that eunuchoid dwarf animals may 
be experimentally produced with the 
greatest certainty. On the other hand, 
stimulation of the anterior pituitary lobe by 


means of oestrogenic hormone succeeds 
only rarely, and in this connexion dosage 
and continuity of stimulation are of decisive 
importance. Zondek (1941, 1944, 1945) 
succeeded in inducing thyreotoxic symp- 
toms (exophthalmos, increased _ basal 
metabolism, nervous irritability) only in a 
few out of several large series of rats. The 
injection of oestrogenic hormone is inef- 
fective, since enzymatic inactivation in the 
liver interrupts the continuous transport 
of the hormone. Experiments succeeded 
only when pellets were implanted, 
whereby oestrogenic hormone was con- 
stantly released in the body. And even 
with this technique, successful stimula- 
tion of the anterior pituitary was 
obtained only in a very few out of a 
large series of experimental animals 
(rabbits), and the type of stimulation varied 
in different animals. One responded with 
gigantic growth associated with tremendous 
proliferation of the mammary glands and 
with profuse lactation, as well as with 
hyperproduction of gonadotrophin leading 
to constant luteinization of the ovary. In 
another animal the classic symptoms of 
Graves’s disease were obtained, with 
extreme exophthalmos, emaciation, in- 
creased basal metabolic rate, etc. We must 
assume that hyperproduction of the 
gonadotrophic hormone (F.S.H.) may be 
the primary factor in the disease syndrome, 
and that this in turn results in an uninter- 
rupted hyperproduction of oestrogenic 
hormone (oestradiol), which has a retro- 
grade effect on the anterior pituitary lobe, 
stimulating the production of certain of its 
hormonotrophic factors (by analogy with 
our experimental evidence). 

Does a pituitary, or suprasellar tumour, 
or a disturbance of the hypothalamus have 
an effect on the syndrome described? In 
the most extreme case (Case 1) a contrac- 
tion of the visual field was evident, as well 
as an impaired adaptation to the dark, 
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symptoms of which appeared during the 
disease. The presence of a tumour could 
not be proven, nor was there a papil- 
loedema and an encephalography showed 
no pathological changes. In this case, as 
in all the other cases, the sella turcica was 
normal. 

Galactorrhoea has been repeatedly 
reported in cases of a diseased pituitary. 
Cushing (1933), Roth, Gaikewitch e¢ al. 
have reported galactorrhoea during 
acromagaly. Saenger and Haenel chanced 
upon galactorrhoea in a chromophobic 
adenoma of the hypophysis. Winkier and 
Kowalew have described a galactorrhoea 
in basal luetic leptomeningitis adjoining 
the hypophysis. H. Zondek described 
galactorrhoea in cases of cerebral pituitary 
adiposity. Salus (1935) observed a case 


of a 28-year old woman with galactorrhoea 
accompanying a tumour in the pituitary 
duct which brought about the following 
clinical symptoms: progressively increas- 
ing adiposity (a gain in weight of 44 pounds 


(20 kg), over 3 months); amenorrhoea, 
atrophy of the uterus and ovaries, decline 
of basal metabolism (- 40 per cent), and 
at a later stage sleepiness leading to gradual 
blindness. Postmortem examination 
revealed a tumour, the size of a walnut, in 
the pituitary duct, developing into the 
third ventricle and pressing on the tractus 
opticus; degeneration of ovaries, lack of 
corpus luteum, atrophy of uterus, 
mammae containing a large amount of 
milk. The case described by Salus differs 
essentially from our syndrome. Whereas 
in the former the uterus and ovaries did 
not function, in our cases hyperfunction 
was observed. A tumour in the pituitary 
duct resulted in atrophy of the uterus and 
amenorrhoea, whereas in our syndrome 
there was an enlargement of the uterus, 
hyperproliferation of the endometrium and 
profuse hyperoestrogenic bleeding. In 
Salus’s case the basal metabolism was 


535 


greatly decreased; while in our syndrome 
it was greatly increased. The symptom of 
galactorrhoea, however, was common to 
both diseases. The fact that galactorrhoea 
was observed in different pituitary and/or 
hypothalamic diseases seems to indicate 
that galactorrhoea may be of central origin, 
but cannot be referred to an exact pituitary 
or hypothalmic region. 

We have not been able to determine 
whether the hyperfunction of the anterior 
pituitary is elicited first in the hypophysis 
or in the hypothalmus. The fact that the 
function of the anterior pituitary cannot 
be suppressed by the administration of 
large doses of oestrogenic or androgenic 
hormone suggests that the primary cause 
of the disease may be not located in the 
anterior pituitary but in a higher region 
(hypothalmus). It is known that the 
lactotrophic function of the anterior 
pituitary can be minimized and lactation 
terminated by large doses of oestrogens or 
androgens. This result, however, was not 
achieved in our cases. Bleeding, galactor- 
rhoea and thyreogenic disturbances were 
not influenced by 45 mg. oestradiol ben- 
zoate nor by 450 mg. testosterone pro- 
pionate. We also tried to bring about a 
transformation of the hyperplastic mucosa 
uteri during the secretion phase employing 
large doses of progesterone or chorionic 
gonadotrophin in order thus to check the 
bleeding. This, too, proved ineffective. 

The thyreotoxic symptoms and _ basal 
metabolism could not be influenced by 
5 g. methyl-thyouracil. Although thyreo- 
toxicosis (Case 5) was favourably in- 
fluenced by subtotal thyroidectomy, galac- 
torrhoea and bleeding were not affected. 

The mechanism of the described syn- 
diome may be explainedas follows (Fig. 1): 
The hyperfunction of the anterior pituitary 
lobe—due to an impulse of the hypothal- 
amus (?)—begins its chain of events with 
hyperproduction of F.S.H. This leads 
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to a continuous stimulation of the theca- 
cells in the follicle with continuous secretion 
of oestradiol. The oestrogenic hormone 
has a twofold action: (a) a peripheral 
effect on the uterus and the mammae, and 
(b) a central (retrograde) effect on the 
anterior pituitary lobe. Small amounts of 
the oestrogenic hormone lead to stimulation, 
and large amounts to inhibition of the 
anterior pituitary function. In our 
syndrome the oestrogenic hormone induces 
glandular cystic hyperplasia of the endo- 
metrium leading to severe uterine bleeding. 
The oestrogenic hormone prepares the 
mammae for milk production. The 
oestrogenic hormone stimulates by _ its 
retrograde effect the hormonotrophic action 
of the anterior pituitary lobe, in our 
syndrome it stimulates the thyreotrophic 
factor leading to hyperthyreoidism with 
the well-known symptoms of Graves’s 
disease. The continuous stream of thyro- 
xin probably also maintains the secretion 
of milk. Furthermore, the oestrogenic 
hormone induces the hypersecretion of 
lactotrophic hormone leading to galactor- 
rhoea (after the glands have been prepared 
by oestradiol). Whether the light hypo- 
glycaemia is due to the hypersecretion of 
the pancreatrophic hormone is not certain. 


SUMMARY 


A pituitary, hyperhormonotrophic syn- 
drome is described resulting from hyper- 
production of the gonadotrophic (F.S.H.), 
thyreotrophic, lactotrophic, and pancrea- 
trophic (?) hormones. The syndrome is 
characterized by the following clinical 
symptoms : 


1. Excessive uterine bleeding of long 
duration, sometimes constituting a threat 
to the life of the patient. The bleedings are 
induced by hyperoestrinism, as attested by 
the glandular cystic hyperplasia of the 
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uterine mucosa and by the increased 
secretion of oestrogenic hormone in the 
urine. 


2. Thyreotoxic symptoms: exophthal- 
mos, accelerated pulse rate, loss of weight, 
increased basal metabolic rate, nervous 
symptoms, etc. 


3. Galactorrhoea: varying quantities of 
milk secretion from both breasts. 


4. Tendency to hypoglycaemia; flat 
blood-sugar curve following the glucose 
tolerance test; no hypersensitivity to 
insulin. 


Secondary symptoms: physical exhaus- 
tion, anaemia, sterility. 
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FIBRIN EMBOLISM (DISSEMINATED INTRAVASCULAR 


COAGULATION) AND THE AETIOLOGY OF ECLAMPSIA* 


BY 


CHARLES L. SCHNEIDER, Ph.D., M.D. 


krom the Departments of Obstetrics and Gynaecology, and of Physiology 
and Pharmacology, Wayne University College of Medicine, and from the 


THE purpose of the present investigation is 
to evaluate by combined clinical and 
laboratory investigation of the patients, 
whether thromboplastin may be the 
chemical mediator of eclampsia. The 
action is believed to be the usual physio- 
logic action of initiating blood coagulation 
and the morbid process is believed to be 
intravascular coagulation (Schneider 
1947). The thromboplastin is believed to 
be released into the maternal circulation 
(Schneider, 1950b) from the retroplacental 
haematoma (self-limiting abruptio placen- 
tae) of Young (1914). Progressively more 
comprehensive reviews of the underlying 
morbid physiology, based upon experiment 
and observation, have been presented 
(Schneider, 1950b; Seegers and Schneider, 
1951; Schneider, 1951b). 

As expressed by Eastman (1950) ‘‘ The 
whole idea that some thromboplastin-like 
substance is active in eclampsia is not new 
since the concept that thrombokinase— 
may play a role in the production of certain 
eclamptic lesions was discussed in 1924 by 
Hinselmann in his monograph and credited 
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to Dienst, and the general hypothesis was 
advanced in the nineteenth century by 
Wooldridge (1888) and Schmorl (1893).”’ 
The concept of intravascular coagulation 
as the cause of eclampsia is one of several 
classic theories among which it has as yet 
not gained wide acceptance. Like other 
theories, it stands in need of critical investi- 
gation. Evaluation has been delayed by 
several factors including prominently the 
term ‘‘ toxaemia ”’ itself,t the search for a 
‘specific’’ lesion of eclampsia, and, 
perhaps most of all, evaluation has been 
delayed by ill-founded concepts of the 
biochemistry of coagulation (cf. Schneider, 
195I1b). 

From studies of animals after injection 
with placental extracts (i.e., after injection 


+ A frequently voiced objection to the proposi- 
tion that thromboplastin is the causative mediator 
of eclampsia or of toxaemia is that this is not a 
‘‘toxin’’ (but, instead, a normal physiologic 
agent). This objection points up, in a negative 
way, an underlying concept which is deserving of 
further consideration (cf. Lee and Hanson, 1947). 
The peculiarity of this concept of, eclampsia is that 
an otherwise physiological process is initiated in 
the wrong place; namely, fibrin coagulation is 
mnitiated within the circulation. This morbid 
physiological process cannot be classified among 
the different disease categories; infection, allergy, 
toxicity, degeneration, endocrinopathy or neo- 
plasm. Perhaps this disorder is best classified as 
a result of a kind of internal trauma, e.g., in the 
particular cases under consideration, the result of 
the trauma of abruptio placentae itself. 
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of extracts rich in thromboplastin), and 
from studies of blood during pregnancy, it 
has been concluded that intravascular 
clotting may be the cause of various com- 
plications of late pregnancy (Schneider, 
1940a, b, c, d, e, 1947, 19504, b, 1951 a, 
b: Seegers and Schneider, 1951). Throm- 
boplastin is considered to pass into the 
maternal circulation, e.g., from the site of 
premature separation of the placenta 
(Schneider, 1950 a, b, 1951 a, b). The 
thromboplastin may be liberated into the 
circulation in variable quantity and may 
activate prothrombin at the same time that 
it is being distributed throughout the cir- 
culation. The fibrin elements which then 


form in the flowing blood may be dissemin-’ 


ated to form fibrin plugs, particularly in 
the arterial vasculature (Schneider, 1950b, 
1951 a, b; Seegers and Schneider, 1951) 
and the danger to health may be variable. 
There may result much tissue damage in 
cither vital or non-vital areas, or there may 
be only little damage in either vital or less 
vital areas. These coagulative relation- 
ships, the attendant defibrination of the 
circulation, and _ possible, subsequent, 
rapid fibrinolysis of the deposits, are com- 
plex and may lead to several and opposite 
complications of pregnancy (Schneider, 
1950b, 1951a, b). 

In the present investigation of eclampsia 
it is believed that the chief interest lies in 
the results of the coagulative phase. The 
data are derived from close observation and 
special studies of the cases of eclampsia 
that occurred among 2,219 confinements 
at Herman Kiefer Hospital during 8 
months of 1949-50. Although there were 
many patients with toxaemia, only 6 
developed eclampsia. In 5 patients the 
convulsions were antepartum or intra- 
partum; in the other, postpartum. 

In the observations special attention has 
been directed toward detection of responses 
comparable to those of ‘‘ fibrin embolism ”’ 
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of either experimental animals (Schneider, 
1950a, b) or of severe human abruptio 
placentae (Schneider, 1950b, 1951 a). 
Most of the responses to be considered have 
been reported, at least occasionally, in the 
literature on eclampsia; but not always 
with a systematic search for them or with 
correlation guided by the viewpoints 
expressed above. 

The proposition can be put forth that, 
bécause of the well-known, although 
partial, correlation of eclampsia with 
abruptio, the process of intravascular 
coagulation, arising from or associated 
with the premature separation of the 
placenta, may be the cause of eclampsia 
(Schneider, 1950b, 1951a; Page, Fulton, 
and Glendening, 1951). However, this 
still leaves for evaluation the problems (1) 
whether, conversely, abruptio usually 
precedes eclampsia, and (2) whether or not 
fibrin embolism therefrom may be indeed 
the cause of the eclampsia. The mere 
demonstration of a still greater frequency 
of abruptio than previously appreciated 
among patients with eclampsia (Table IV) 
does not necessarily lead to the conclusion 
that intravascular coagulation is signifi- 
cantly involved in the causation of the 
eclampsia. Direct pathologic examinations 
as to whether intravascular coagulation 
does occur regularly in association with 
eclampsia could not be carried out because 
the primary objects of study, the patients 
with eclampsia, survived. The clinical 
evidence that did become available during 
these studies is indirect and further study 
with more refined laboratory methods that 
can detect some of the subtle evidence of 
coagulation is indicated. Although the 
present investigation must, therefore, be 
regarded in some respects as a preliminary 
evaluation, nevertheless the indirect 


evidence accumulated here may have as 
much or more bearing on the relationship 
between 


intravascular coagulation and 
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eclampsia than would the direct demonstra- 
tion of the fibrin deposits themselves.* 


OBSERVATIONS 
Case 1. L. M. (HKH 109110) a 24-year-old 
coloured woman was admitted during the 36th 
week of her 3rd pregnancy because of pre- 
eclampsia. 
Her 2nd pregnancy had resulted in a mis- 


carriage. Her blood-pressure in the clinic at the 
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TABLE I 


amytal were necessary to control her restlessness. 
Active labour began again 34 hours after the 
convulsion and 8 hours later she delivered with the 
aid of low forceps. The baby weighed 4 pounds 
II ounces (2,130 g.) and was slow to cry but did 
well thereafter. There was only slight vaginal 
bleeding prior to and during the delivery. 

This patient’s fibrinogen level was high, as it 
may be in severe pre-eclampsia, and it was not 
profoundly disturbed as can be seen in Table I, 


Case 1.—Concentration of fibrinogen in the plasma after eclampsia. One transfusion, 
500 ml. was given on the gth day postpartum. 


o.1 


Time after convulsions 
Haemoglobin, g. per cent 12.6 
librinogen, g. per cent 0.62 


8.0 
0.66 


9.0 


0.65 0.52 


26th week of pregnancy was 160/120; it remained 
elevated until parturition. Except for one-plus 
albuminuria at the 29th week and a “‘ trace’’ of 
albumin at the time of her last visit during the 
35th week, no albuminuria was found, and there 
was no oedema. Active intermittent labour pains 
had begun 4 hour before admission and at that 
time she had noticed a chill of short duration. 

On admission her labour pains were occurring 
every 3 minutes, she had a one-plus pretibial 
oedema, her blood-pressure was 190/130, her 
temperature 37.8°C., and she had a four-plus 
albuminuria. Her labour soon subsided. Her 
blood-pressure rose to 220/140 and she developed 
Twelve hours 


an increasingly severe headache. 
after admission she had a generalized convulsion 
of 4-minute duration. This was observed by the 
author. The patient chewed her tongue; she did 
not bite it; there was no frothing at the mouth. 
Frequently repeated doses of intravenous sodium 


*To prove whether placentae abruptio and 
resultant fibrin embolism may cause eclampsia, 
requires more than mere demonstration of fibrin 
deposits in the patients. This is because there is 
believed to be a causative relationship between the 
fibrin embolism of abruptio and “‘ obstetrical 
shock (Schneider, 1950b, 19514). It would be 
necessary to exclude that an additional relation- 
ship of eclampsia to fibrin embolism is not a mere 
coincidence. This would require independent 
evidence as to whether eclampsia is the result of 
the fibrin embolism. 


but there was a tendency for defibrination follow- 
ing her convulsion. Whether there was a partial 
defibrination before this, i.e., during or before the 
convulsion, could not be determined because no con- 
trol values were available. The plasma, collected 
immediately after the convulsion, was grossly red 
from intravascular haemolysis. Her icterus index 
was then 17, the next day 25. Her blood-non-pro- 
tein nitrogen before the convulsion was 33 mg. per 
cent, the next day 40; her blood uric acid before 
the convulsion was 5.6 mg. per cent, 6.6 the next 
day. It is to be noted that she became pro- 
gressively more anaemic (Table I). 

The patient’s urinary output during the first 18 
hours after the convulsion was 350 ml., the first 
day postpartum it was 2,250, the second day 
1,350, and the third day 2,450 ml.; on the oth, 
1oth and rith days her output suddenly increased 
to 5,400, 8,600 and 6,050 ml., respectively. 


Following delivery and under sedation her blood- 
pressure decreased to 100/80; by the 7th post- 
partum day it had gradually increased to 155/105, 
but returned to 130/80 before discharge from the 
hospital on the 12th day. Her urine was negative 
for albumen on the first and second postpartum 
days; it gradually changed to four-plus by the roth 
day but decreased to a trace before her discharge. 


At 6 weeks postpartum she had a blood-pressure 
of 170/120 and slight albuminuria; at 12 weeks 
168/110 and no albuminuria. 


Hours Days 
: I 8 18 3 9 16 
9.6 = 10.0 
0.56 0.56 
¥ 
; 
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The placenta was of particular interest in that 
besides several central and marginal infarcts 
(Fig. 1) there was a _ recent retroplacental 
haematoma of approximately 2 cm. diameter: this 
was depressed into the placental substance 
(Figs. 1-4). This resembled the retroplacental 
haematomas that are shown by Young (1914) and 
was partially subtended by a placental infarct of 
the kind described by Young (1914). Identifi- 
cation of a red infarct subtending the haematoma 
was more difficult in the fresh than in the 
formalin-fixed specimen (compare Figs. 3 and 4) 
as indicated by Bartholomew, Colvin, Grimes, and 
Fish (1949). The haematoma was intradecidual; 
this can be seen in the enlargement of a tissue 
section (Fig. 5) taken from the margin of the 
haematoma; a portion of the “‘ reflected ’’ split- 
layer of the decidua from the maternal surface of 
the haematoma has come away with the haema- 
toma. The decidual or basal plate of this placenta 
was quite thick (Fig. 5) but the split layer of it 
which separated the haematoma from the placental 
tissue was quite thin by comparison (Fig. 5). 
Figure 6 shows, at higher magnification, the rela- 
tionship between the haematoma, the intervening 


layer of degenerating decidua, and the placental 


tissue. The dome-shape of the congealed haema- 
toma (Figs. 3 to 6) is consistent with the suggestion 
that the haematoma may have exerted an expand- 
ing force behind the placenta. At still higher 
magnification (Fig. 7) it can be seen that the 
decidua was necrotic and was microscopically 
disruptured, and with a haemorrhagic appearance 
that is suggestive of leakage of contents of the 
haematoma through it into the maternal imter- 
villous lake. There was no infiltration of 
fibroblasts into the haematoma or its “‘ encapsu- 
lating ’’’ layer of decidua. The erythrocytes and 
leucocytes within the haematoma were intact, 
suggesting recent formation of the haematoma. 
The subtending portion of the placenta had a com- 
pressed arrangement of the villi (Figs. 6 and 7) 
with engorgement of some of the villous capil- 
laries (Fig. 7), and there was a small amount of 
fibrin holding some of the villi together. Micro- 
scopically, then, this subtending portion of the 
placenta represented a recent infarct. 


Another, somewhat older, retroplacental 
haematoma of yellowish colour, indicated by X 
B 
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in Fig. 1, was also approximately 2 cm. in diameter 
and extended deeply into the placenta. This 
second haematoma, by comparison with others, 
was atypical because it communicated widely with 
the maternal lake. 


Cask. 2. A. A. (HKH 105226) 
coloured woman was brought by ambulance from 
an emergency hospital (in an outlying area not 
ordinarily served by the prenatal clinic) during the 
35th week of her 2nd pregnancy. There was a 
history of 5 convulsions at home. She had no 
prenatal care. Headaches had begun 2 weeks 
before her eclampsia. She had a memory of 
‘falling ’’ 12 hours before her admission to the 
emergency hospital. She then had a lapse of 
memory for one day during which the convulsions 
occurred. She had a four-plus pedal oedema, and 
a blood-pressure of 210/90 while under observa- 
tion at the emergency hospital; a 6th convulsion 
occurred there before transfer. 

She was under heavy sedation upon admission 
to Herman Kiefer hospital one hour later, and her 
blood-pressure was 180/130. Her _ stertorous 
respiration was interspaced with periodic inter- 
vals of shallow breathing. Despite further 
sedation with sodium ainytal, she was extremely 
restless and thrashed about in an unmanageable 
fashion at 2 minute intervals. She was found to 
be in the second stage of labour and was delivered 
with the aid of low forceps, The baby weighed 
7 pounds (3,200 g.) and cried spontaneously. 

The patient became moderately oliguric for 24 
Sedation was continued only 
during the day of delivery. It was the 4th post- 
partum day before she became fully aware of her 
She then related that one of the 
last things she remembered before coming to the 
hospital was poor vision of the left eye. This had 
continued during her hospitalization, but she had 
not complained of it because she was too 
somnolent to be concerned. Later, at consulta- 
tion, the ophthalmology resident described deep 
choroidal exudates adjacent to the fovea in the 
retina in the left eye, and peripherally in the retina 
of the right eye. The response of the plantar 
reflex of the right foot was dorsi-flexion of the 
great toe and fanning of the other toes, during the 
first 9 days of hospitalization; there were similar 
findings on the left foot on the 5th day only. The 


a 19-year-old 


hours after delivery. 


surroundings. 


; 
‘ 
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reflexes were normal on discharge at 10 days but 
the unilateral visual weakness persisted. 

The erythrocyte counts averaged 4,400,000 per 
ml. There was no visible haemolysis or haemo- 
globinuria at any time (the first sample of blood 
was collected 13 hours after the onset of the con- 
vulsions). As briefly indicated previously 
(Schneider, 1950b) this patient’s fibrinogen levels 
(Table II) are consistent with partial defibrination 
by an active process. 


TABLE II 
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then. When taken to the emergency hospital 
after her convulsion the next day her blood-pressure 
Was 190/110, 

After transfer to Herman Kiefer Hospital the 
patient was not convulsing or twitching but she 
was mentally dull of response. She had a two- 
plus pretibial oedema, a four-plus albuminuria, her 
blood-pressure was 210/140 and she was essentially 
anuric. Nine hours after admission the foetal heart 
sounds could no longer be heard. A few small 


Tune postpartum 14 24 42 3 4 6 9 
Haematocrit 0.41 0.35 0.34 
Fibrinogen, g. per cent 0.31 0.47 0.67 0.52 0.68 0.74 0.90 


At 14 weeks postpartum her' blood-pressure was 
120/80 and her urine contained a trace of albumen. 

Into the maternal surface of the placenta two 
retroplacental haematomas of 1 by 2 by 1 cm. 
were shallowly imbedded. One of these, shown 
in Fig. 8 was essentially encapsulated by layers of 
older clot. This haematoma therefore represented 
a recurrence at the site of a preceding, selflimiting 
haematoma. In the subtending 
placental tissue there was an old white infarct 
(Fig. 8). The other haematoma was in relation to 
a marginal cotyledon near the opposite border of 
the placenta; its blood was an old brownish-red 
colour, and the clot extended beyond the margin 
of the placenta, even dissecting between a 
circumvallate portion of the placenta and its 
reflected foetal membranes. 


retroplacental 


Case 3. J. A. (HKH 105611) a 24-year-old 
coloured woman was transferred by ambulance 
from an emergency hospital, in an area not usually 
served by this clinic, during the 26th week of her 
3rd pregnancy. While still at home, 7 hours 
before transfer to Herman Kiefer Hospital and 2 
hours after being “‘ sick’’ the patient had had a 
generalized “‘foaming at the 
mouth.’’ She had no memory of this. The local 
physician, whom she had visited for her first 
medical advice, only the day before her convul- 
sion, had found marked ankle oedema and a blood- 
pressure of 210/110; he had urged hospitalization 


convulsion and 


blood clots that had passed from the vagina 
measured, in total, less than 40 ml, To induce 
labour the membranes were artificially ruptured 
14 hours after admission and a Voorhees bag was 
inserted through a hard cervix which was only 
slightly effaced, but which was found to be 
dilated 2 cm. Subsequently labour was further 
stimulated with diluted intravenous pitocin. A 
dead foetus of 2 pounds 2 ounces (950 g.) was 
delivered 27 hours after admission. 

During the first day intravenous fluids were 
administered cautiously; thereafter she became 
thirsty and drank much water. The patient’s 
urinary output gradually increased; after the 
second postpartum day she developed a copious 
diuresis, passing 4,000 to 5,000 ml. of urine per 
day. While at the height of her diuresis, at 3 and 
4 days’ postpartum, she again became markedly 
oedematous, but with a different distribution 
involving chiefly the upper extremities; her face 
became so puffy that she could scarcely open her 
eyelids. She developed a transitory, harsh, 
cardiac murmur that was interpreted as a friction 
rub; digitalization was not carried out, however. 
She remained subdued, expressionless, and had 
blurred vision until the 5th postpartum day when 
her oedema cleared abruptly. She then became 
alert, responsive and interested in her surround- 
ings. At this time she had also developed a positive 
Chvostek sign which still persisted when she left 
the hospital, against medical advice, on the 1oth 


Case 2.—Concentration of fibrinogen in the plasma after eclampsia. No transfusions. 
Hours Days 
| 
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day postpartum. No calcium therapy had been 
given. It was learned later that the Chvostek 
sign remained positive for an additional week at 
home, where her husband had learned to test for 
it. On admission the patient’s erythrocyte count 
was 3,200,000 per ml. and her haematocrit 0.27 
(Table III). The next day her blood non-protein 
nitrogen was 41 mg. per cent; her uric acid was 
6.3 mg. per cent and it rose to 7.7 on the 4th 
day postpartum. One hour after admission her 
icterus index was 10. On the 4th day postpartum 
her serum calcium was 8.9 mg. per cent and, on 
the 6th day, 7.9. Her plasma fibrinogen on 
admission was 0.33 g. per cent and 9 hours later 
0.32; it was spontaneously restored to the normal 
levels of late pregnancy within 1 or 2 days (Table 
III). 

Samples of plasma collected at 1 and at 9 hours 
after adinission (7 and 16 hours after the convul- 
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white infarction. At the opposite margin of the 
placenta there was a second, smaller retroplacental 
haematoma of 1 by 2 by 0.5 cm. which was sub- 
tended by a layer of old brown clot, and this in 
turn was subtended by a white infarct. 


Case 4. E. S. (HKH 104870) a 23-year-old 
coloured woman was brought by ambulance from 
an emergency station during the 38th week of her 
znd pregnancy. Three convulsions occurred at 
home, and one while she was at the emergency 
station; she was kept under heavy sedation there- 
after. In the prenatal clinic, her blood-pressure, 
6 weeks previously, had been 112/70 and 3 weeks 
before admission 110/60; there was no oedema or 
albuminuria on either visit. Ten days before 
admission she had failed to keep her appoint- 
ment because she ‘‘ did not feel well’’. She saw 
spots in front of her eyes and she developed a 


Tasce III 


Case 3.—Conceniration of fibrinogen in the plasma afley eclampsia. 
until after the readings on the 4th and 6th days; these totalled one litre. 


No transfusions 


Hours 


Days 
Time after convulsions 7 16 27 2 3 4 6 9 ¥ 
Haematocrit 0.27 0.20 0.27 0.33 
Fibrinogen, g. per cent 0.33 0.32—-0.38 0.45 0.40 0.43 0.54 0.43 


sions) were pink from intravascular haemolysis; 
plasma samples on subsequent days were clear. No 
haemoglobinuria was noted; from the 5th day 
onward the urine was reported to contain erythro- 
cytes. The urine was free of albumen during the 
first day of diuresis, but afterwards contained 
variable, small amounts of albumen. 

Eleven weeks postpartum the patient’s blood- 
pressure was 150/100; her urine was negative for 
albumen; her Chvostek sign was negative and there 
was no oedema. 

The oblong-shaped, small placenta (Fig. 9) was 
unusual because of the extreme thickness along 
one margin and the extreme thinness along the 
opposite margin, making it wedge-shaped. Frag- 
ments of a recent retroplacental haematoma of 3 by 
6 by 2 cm. were still firmly depressed into a 
depression along the thickened margin of the 
placenta (Fig. 9). Microscopically, the thick edge 
of the placenta that subtended this haematoma 
consisted of a red infarct with no components of 


swelling of her eyelids, face and hands, but she had 
no headaches. 

On admission her blood-pressure was 160/120, 
she was oliguric. She had a one-plus pretibial 
oedema and a four-plus albuminuria. The mem- 
branes were ruptured artificially. Seventeen hours 
after admission she delivered a 5 pounds 3 ounces 
(2,350 g.) infant who was resuscitated and survived, 
The mother’s urinary output increased within a 
few hours. Her blood-pressure gradually returned 
to normal and was 115/80 at discharge on the 9th 
postpartum day. The patient’s erythrocyte 
count on admission was 4,670,000, the non-pro- 
tein nitrogen 24 mg. per cent, the uric acid 7.3 mg. 
per cent; the plasma albumen 2.6 g. per cent, and 
the globulin 2.1 per cent. Unfortunately the 
fibrinogen level was not followed at close intervals. 
Eighteen hours after the onset of convulsions her 
plasma fibrinogen was 0.46 g. per cent; 2 weeks 
postpartum it was 0.40 and 6 weeks postpartum 
0.34 g. per cent. 


= 
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Each of the two samples of plasma collected 
within 10 hours of her admission were red from 
intravascular haemolysis. Urine obtained per 
catheter was also grossly red and a heavy red 
sediment settled from it; the laboratory reported 
the presence of ‘‘ blood’’. The urine cleared of 
erythrocytes and of albumen within a few days. 
On repeated postpartum visits, up to 6 months, the 
patient's blood-pressure remained normal and 
her urine was negative for albumen. 

A recent retroplacental haematoma was expanded 
deeply into a pit-like depression of the placenta. 
This haematoma was the first of this series to be 
found and studied, and has been described with 
photographs elsewhere (Schneider, 1950b); it was 
closely similar to the lesion of Case 1, above. The 
fixed specimen measured 1.8 by 3 by 1.5 cm. The 
depression that accommodated this haematoma 
extended from the maternal surface through almost 
half the thickness of the placenta. Nearly half of 
the subtending arc of placental tissue was made 
up of a thin white nfarct. The remainder of the 
subtending placental tissue was not remarkable 
grossly but microscopically it contained inter- 
villous fibrin deposits in which there were many 
intact erythrocytes and hence it was a recent 
infarct. Except for small marginal infarcts, this 
was the only abnormal appearing portion of the 
placenta. 

Case 5. R. E. (HKH 105504) a 16-year-old 
coloured primigravida was admitted to the hospital 
during the 42nd week of her pregnancy complain- 
ing of generalized malaise. 

In the prenatal clinic she had been put on a 
restricted diet because of an excess of weight gain. 
Two days before admission she had confined her- 
self to bed because of headaches, 
chills ’’ and dizzy spells. 

On admission she was having irregular uterine 
contractions, and complained of a headache and 
difficult breathing. Her temperature was 37.2°C. 
She had a blood-pressure of 140/100, a one-plus 
pretibial oedema and a one-plus albuminuria. 
Following intramuscular administration of mag- 
nesium sulphate and phenobarbital, her blood- 
pressure varied from 170/120 to 140/95. The 
membranes were ruptured artificially 22 hours after 
admission. Twenty-five and one-half hours after 
admission she was delivered under low spinal 


‘* fever and 


jot 
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anaesthesia with the aid of low forceps and an 
episiotomy. The baby weighed 7 pounds 13 ounces 
(3.570 g-) and cried spontaneously. Immediately 
postpartum there was an estimated 800 ml. blood 
loss from the vagina; the blood-pressure was then 
140/90. Three hours postpartum she had a con- 
vulsion lasting 3 minutes. After the convulsion 
her blood-pressure was 190/100. She was sedated 
with sodium amytal and morphime and no further 
convulsion occurred. During the next few days 
her blood-pressure returned to 120/80 with exacer- 
bations as high as 160/120; it was 130/90 at 
discharge on the 6th day postpartum. 

The erythrocyte admission was 
3,700,000. Her blood uric acid was 5.5 mg. per 
cent. No plasma fibrinogen studies, observations 
for intravascular or other special 
laboratory studies were carried out. 

She had spotty vaginal bleeding for some weeks 
postpartum but follow-up contact with her was 
lost. 

The placenta was not unusual. There were no 
retroplacental haematomas or grossly visible 
central infarcts and there was only a minimal 
tendency for marginal infarction. There was a 
grossly visible thickening of the adherent decidua 
for 3 cm. along one margin of the placenta. 


count on 


haemolysis, 


Case 6. L, C, (HKH 104455) a 28-year-old 
coloured woman was admitted during the 35th 
week of her 9th pregnancy because of a convulsion 
at home, severe headaches, and ‘“‘ blind spots’’. 
She was not in labour. 

She had had eclampsia with the birth of the 
previous child also. That child and the one from 
her 2nd pregnancy were the only live children 
from her 9 pregnancies. Three previous full-time 
pregnancies had resulted in stillbirths and she had 
had ‘‘ high blood-pressure ’’; she had also had 2 
miscarriages and 3 abortions. She did not seek 
medical advice during the pregnancy under con- 
sideration. On admission she was not adequately 
oriented to give a complete history but after her 
delivery recovered sufficiently to do so. 

On admission her blood-pressure was 260/160, 
her axillary temperature 37.1°C. Only 30 ml. of 
urine could be obtained by urinary catheter, and 
this was ‘‘ reddish-brown ’’; there was a four- 
plus albuminuria. Thereafter she was anuric for 
some hours. Within 40 minutes after admission 
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she had a second convulsion. She bit her tongue 
during this, and subsequent oral and nasal bleeding 
was presumed to have been from this source. 
Following barbiturate sedation it was necessary 
to give artificial respiration for 4 minutes. Con 
tinuous spinal anaesthesia was started. Beginning 
at 7 hours after admission labour was stimulated 
by artificial rupture of the foetal membranes and 
at 9 hours a Voorhees bag was inserted through a 
half effaced and 2 cm. dilated cervix. 

At 1o hours the bag kas expelled spontaneously 
and at 10} hours she was having “‘ hard labour 
contractions every five minutes ’’; these increased 
in frequency to every 2 minutes and at 11 hours 
she delivered spontaneously. The baby a 3 pounds 
10 ounces (1,660 g.) female, was successfully 
resuscitated, but in the nursery she developed 
diarrhoea and lost weight. She was transferred 
to a children’s hospital on her 7th day. 

Shortly after delivery the patient had a vaginal 
haemorrhage, which was attributed to relaxation 
of the uterus and was estimated to be 600 ml. 
The blood-pressure fell to 90/60. Under the 
stimulus of diluted pitocin 4 minims per litre of 
intravenous fluid, given in an intravenous drip, 
the placenta was expelled 10 minutes after delivery 
of the baby, and with additional intravenous fluids 
the blood-pressure soon returned to its hyper- 
tensive levels. The anuria gave way to oliguria on 
the first postpartum day and the urinary output 
was adequate thereafter. Her vision cleared more 
slowly and was still markedly blurred 5 days 
postpartum; at 4 days postpartum her knee jerk 
reflex was somewhat more active on the right 
than on the left, and the right Babinski reflex was 
questionably positive. She was discharged in 
relatively good, but hypertensive condition on the 
14th postpartum day. 

Due to technical difficulties in the collection of 
blood, only one fibrinogen determination was 
carried out; it was taken on the day of admission 
and was 0.41 mg. per cent. The plasma and 
serum specimens collected near the time of delivery 
were red from haemolysis. The urine during the 
period of oliguria was grossly bloody, and 
gradually cleared of blood and albumen during 
the next 12 days. The icterus index rose to 17.2 
on the day of admission and had returned to 8.3 
one day postpartum. The haemocrit on the day 
of admission and delivery was 41, 5 days later 26, 
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and at 10 days 25. The blood non-protein nitrogen 
was 30 mg. per cent and, on the first postpartum 
day, 41. The uric acid was 6.7 mg. per cent on 
admission. The plasma albumen and globulin were 
3-82 and 3.06 g. per cent, and fell to 2.89 and 2.32 
on the first day postpartum. 

At 6 weeks postpartum her blood-pressure was 
182/124 and she had no albumen in her urine. 

The placenta was remarkable only for a narrow, 
doubly circumvallate border; for a few old, small 
subchorionic, fibrin deposits; and for a small recent 
infarct which was confirmed by microscopic 
examination. There is no record of a retroplacental 
haematoma and, although the author had not yet 
become aware of these haematomas at the time of 
examining this placenta, it seems doubtful that 
such existed, at least on the delivered placenta. 
It is possible but perhaps not probable that if such 
a haematoma had existed it may have become 
separated from the placenta during the 3rd stage. 


Summary of Observations. 


Six patients with eclampsia were studied. 
These were not selected cases, and were 
not unusually severe. In 4 cases there was 
at least one retroplacental haematoma per 
case. This congealed lesion was, by 
definition, the result of selflimiting or 
partial abruptio placentae. 


The clinical and laboratory findings were 
of the same kinds as those found in patients 
having clinically severe abruptio (Schnei- 
der, 1951a). Except for the disproportionate 
occurrence of convulsions these changes 
were consistent with the lesser degree of 
abruptio and were less intense and less 
uniformly demonstrable. In 2 cases there 
was an unelicited history of ‘‘ fever and 
chills’’ associated with the onset of the 
convulsion, but not accompanied by in- 
fection. In the 3 cases in which the 
measurements were adequate, there was a 
tendency for a relative fibrinopenia for a 
time following the convulsions. In 4 of 
the 5 cases, in which blood specimens 
were observed soon enough after the con- 
vulsions, there was transitory intravascular 
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haemolysis as evidenced by a pink or red 
colour of the plasma or serum. This disap- 
peared within a few hours but, meanwhile, 
an increased icterus index developed. This 
also was transitory, disappearing within 
less than one day. Anaemia became pro- 
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toxaemic patients, and increasingly so with 
the severity of the toxaemia (Table IV). 
There was an additional kind of informa- 
tion that does not become evident from 
Table IV, namely, that the area of separa- 
tion and the expansion of the haematomas 
into the substance of the placenta were 


gressively severe for several days. Signs 


of kidney damage included oliguria, more pronounced in the cases with 
anuria, albuminuria, haemoglobinuria and eclampsia. 
haematuria. 

DISCUSSION 


Each of the retroplacental haematomas 
had a placental infarct subtending it (cf. 
Young, 1914). When the haematoma was 
a recent one, part or all of the subtending 
infarct was a recent infarct. 


Young (1914) and Young and Miller 
(1921) considered retroplacental haema- 
tomas of importance in the causation of 
placental infarcts and, thereby, in the 
causation of toxaemia of pregnancy. 
Thereafter these grossly visible, retro- 
placental haematomas have received little 
attention until the present series of investi- 
gations (Schneider, 1950b, 1951 a, b). 
The presence of these haematomas in the 


Incidence of Selflimiting abruptio. 
Although the total number of partial or 
selflimiting separations was greater among 
non-toxaemic patients, yet the relative 
incidence was far greater among the 


TaBLe IV 


The incidence of abruptio placentae including both selflimiting and extensive abruptio from a series 

of 2,219 confinements during the 8 months (Oct.-Dec. 1949 and Feb.-June 1950) during which all 

placentas were examined. Only grossly recognizable retroplacental haematomas with a diameter 
of 1 cm. or greater are included here. 


Degree Selflimiting Extensive 
Selflimiting retroplacental haematoma on delivered 

Diagnosed by placenta Clinical signs* 
Pre-eclampsia 

Toxaemia None “Mild Severe Eclampsia Variablet 

Abruptio present 18 6 4 12 

Absent 2061 81 29 2t 

Totals 2079 87 35 6 12 

Per cent I 2 17 67 100 


* Diagnosis based (a) on classical symptoms and signs of constantly contracted, tender uterus (7 
cases, 3 of which developed obstetrical shock, and were known to have become markedly defibrin- 
ated), or (b) on events of delivery (5 cases delivered the placenta and foetus together; in 3 of these 
the foetus was badly macerated; anencephalic monster in 1 case). 

t Five of these cases (4 cases with classical symptoms and signs of abruptio, and 1 without 
these but with macerated foetus) had pre-eclampsia (1 case mild, 4 severe); the remaining 7 were with- 
out known toxaemia. 

t One of these cases, with postpartum convulsions, had an entirely normal appearing placenta. 
The other, with antepartum convulsions, had a circumvallate placenta with an area of recent 
infarction. 

In only one placenta (that of Fig. 9) was there a question between classification as selflimiting 
or extensive; this was included above as “‘ selflimiting ’’. 
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above cases is strong support for the 
correlation of them with eclampsia. These 


are premature separations of the placenta 


and are hence, examples of selflimiting 
abruptio placenta. These partial abrup- 
tios are particularly instructive in the 
consideration of a process of autoextraction 
of thromboplastin from the decidua into 
maternal circulation, They show the 
anatomic pathology of abruptio placentae 
at different stages of its progress. 

As mentioned in the introduction, 
abruptio placentae may cause autoextrac- 
tion and fibrin embolism; and, since self- 
limiting abruptio, if not complete abruptio, 
frequently occurs with eclampsia it follows 
that autoextraction and fibrin embolism 
may occur in association with eclampsia. 

The question may then be asked whether 
autoextraction of thromboplastin during 
abruptio, and the resultant fibrin embolism, 
may be the cause of eclampsia. 

First, it is desirable to evaluate whether 
fibrin embolism actually occurs in 
eclampsia. By comparison with severe 
abruptio (Schneider, 1t951a), a kind of 
evidence of intravascular fibrin coagulation 
might be provided by fibrinopenia. Ifany 
fibrinogen is clotted out there naturally 
results a_ relative fibrinopenia. The 
apparent tendency for fibrinogen depletion 
in these cases of eclampsia was a mild one. 
It was too slight to be significant because 
of any clinical implications of fibrinopenia 
itself. Dieckmann (1941) has reported 
marked depletion of fibrinogen in two cases 
of eclampsia; there was no reason, at that 
time, to comment whether there had been 
accompanying abruptio of any degree. 
In the present cases, even the minimal 
fibrinogen depletion may have a theoretical 
implication, namely that, like the more 
extensive defibrination of severe abruptio, 
this was the result of an active intravascular 
coagulation. In the present study evalua- 
tion of other agents of coagulation might 
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have provided valuable adjuncts to the 
study of whether intravascular coagulation 
had become activated. One of these 
agents, prothrombin, tended to disappear 
during severe abruptio (Schneider, 195Ia), 
but even in such severe cases there was only 
a 50 per cent decrease of prothrombin. It 
is possible that Ac-globulin (accelerator 
globulin) would provide a more sensitive 
indicator of minimal coagulation. To have 
adequately evaluated the conversion of 
the Ac-globulin in the present cases of 
eclampsia would have required especially 
difficult assays. Such work is in progress 
at present and the possibility of gaining 
information from Ac-globulin (Seegers, 
1950b) studies and the newer knowledge 
of blood coagulation seems promising. 
Besides thromboplastin, the surface of the 
injured tissues may also contribute to the 
initiation of clotting, thus reinforcing the 
thromboplastin effect. 


It has been suggested by Butler, Taylor, 
and Graff (1950) that fibrinolysin (plasmin) 
might be a factor which causes the intra- 
vascular clotting. These authors are either 
not aware of, or not much impressed by, 
the significance of the finding that fibrino- 
lysin destroys prothrombin (Seegers and 
Loomis, 1946; Seegers, 1947). It is not an 
activator of prothrombin, as once proposed 
in a blood coagulation theory (Ferguson, 
1943). Fibrinolysin is concerned with the 
removal of clots and not with the initiation 
of coagulation (Seegers, 1950a). 


If there were intravascular coagulation in 
these eclamptic patients some of the 
additional clinical findings may have 
resulted from it. The intravascular haemo- 
lysis may have been evidence of intra- 
vascular coagulation (Seegers and 
Schneider, 1951). Indeed, intravascular 
haemolysis has been .observed by the 
author following experimental _ intra- 


vascular coagulation. In this connexion 
[Continued on page 550 
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Fics. 1-7. 
Retroplacental haematoma and its relationship to the placenta, from a 
case of intrapartum eclampsia (Case 1). 


Fic. 1. Gross appearance of retroplacental haematoma as seen in relation to the 
maternal surface of the fresh placenta (reduced to one-quarter), and to a portion of 
the surrounding membranes. The blood of parturition has been wiped off. At the 
lower margin of the placenta is a tear in the membranes. This represents the approxi- 
mate direction of the cervical os of the uterus, as determined from the shape of the 
ovulatory sac and the laceration of its membranes at delivery. Because the retro- 
placental haematoma is depressed into the placenta, it can be easily overlooked, and 
this despite its expansion deeply into the substance of the placenta (cf. Fig. 4). Numerous 
white infarcts are visible; these were most frequent and coalescent either near the margins 
of the placenta, or in the thin portion of the placenta between its main body and its 
large subsidiary lobe that can be seen extending upward and to the right in this photo- 
graph. In the lower pertion of this secondary lobe (at X in the photograph) there is 
a second, older, retroplacental haematoma which was of a yellow colour in the fresh 
specimen. 


Fic. 2. Gross appearance of the fresh maternal surface (twice natural size) of the 
haematoma of Fig. 1. 


Fic. 3. Gross appearance of a fresh, cut section (twice natural size) of the haematoma 
of Fig. 1. 


) Fic. 4. Gross appearance (life size) of a fixed, cut section of the haematoma of 
Fig. 1. The haematoma is expanded through almost half of the thickness of the placenta, 
hence has compressed the subtending placenta by nearly one-half. 


Fic. 5. Micro-tessar enlargement (16x) of the tissue section of the retroplacental 
haematoma of Fig. 1 to show its position within split layers of the basal plate. A 
fragment of the ‘ reflected ’ layer of decidua from the maternal aspect of the haematoma 
is still present. 


Fic. 6. Micro-tessar enlargement (40x) showing the relationship of the haematoma 
to the split layer of decidua that confines it The villi of the subtending placental 
tissue can be seen to be compressed together. 


| 

| Fic. 7. Photo-micrograph (150x) of the remaining split layer of decidua, showing 
| its degeneration and its fragmentation by haemorrhage within it. Many of the villous 
capillaries are engorged. Within the maternal lake, between the villi, can be seen 
small amounts of fibrin and small amounts of clotted blood. Thus, this arc of placental 
tissue, that subtends the haematoma makes up an infarct, and this may be largely 
a result of compression by the retroplacental haematoma (cf. Fig. 4). 


: 


: 
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Fic. 8. Gross appearance of a retroplacental haematoma in cut section of a pre- 
served placenta (Case 2). The haematoma was multi-layered. The recent red portion 
(blackest portion of the haematoma) was subtended by a layer of older brownish blood 
clot, as can be seen in the photograph. Thus the haematoma is a recurrent one. Indeed, 
the older portion of this haematoma can be seen in the photograph to be made up of 
two layers which are probably of different ages. Immediately surrounding this triple 
lamination of haemotomas is an old white infarct. The age of this infarct may be com- 
parable to that of the oldest of the successive haematomas, the one which it immediately 
subtends. In this cut section there is also a marked change beneath the chorionic 
surface, to the right in the photograph, involving the main trunk of the foetal blood 
supply of this cotyledon. 


Fic. 9. Gross appearance, from the maternal surface, of a large retroplacental 
haematoma (Case 3). The haematoma, which occupies approximately one-fourth of the 
maternal aspect of this small placenta, is outlined by arrows. In this case considerable 
portions of the retroplacental clot have been torn away during the delivery. The 
haematoma extends to the margin of the placenta. In the upper left hand portion of 
the placenta is a smaller, and older, brown haematoma, also outlined by arrows; this 
older retroplacental haematoma is in relation to a cotyledon along a thin margin of the 
placenta. The chief of these two haematomas demarcates a rather appreciable degree 
of premature separation of the placenta. 
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the possible relationship of Ac-globulin to 
a special kind of haemolysis described by 
Crosby and Dameshek (1950) becomes of 
interest. They published data which could 
be explained on the basis that small 
amounts of thrombin activate plasma 
Ac-globulin to serum Ac-globulin (Ware 
and Seegers, 1948a, b) and that the latter 
causes haemolysis of the erythrocytes in 
paroxysmal nocturnal haemoglobinuria 
(Crosby, 1950; Crosby and Dameshek, 
1950). Analternative mechanism of intra- 
vascular haemolysis in the present eclamp- 
tic patients may depend upon phago- 
cytosis, or may depend upon other 
resolution of erythrocyte containing fibrin 
deposits within the vasculature (cf. Young, 
1942). 

It may be considered that disseminated 
fibrin embolism associated with 
eclampsia with too high a frequency to be 
a matter of chance (Table IV). If so, certain 
possibilities concerning cause and effect 
may be considered, as well as alternative 
possibilities. 

First, the pathogenesis of toxaemia may 
depend upon the placental infarct (Young, 
1914; Bartholomew and Kracke, 1932; 
Falkiner, 1950). The production of the 
infarcts may depend either upon the visible 
selflimiting placental haematomas, or upon 
microscopic degeneration of the decidua 
and of interference thereby of maternal 
blood supply to the placenta (cf. Hertig, 
1945, 1948) without actual separation of 
the placenta (Young, 1914). As to the 
origin of the infarcts, it is of interest that 
each of the recent haematomas in the cases 
of eclampsia studied above was subtended 
completely or partially by a recent red 
infarct. It is possible that these arose as a 
combined effect of compression by the 
expanding haematoma and of activation 
of coagulation within the maternal lake. 

Second, the process of autoextraction of 
the decidua into the maternal circulation 


during abruptio may, and no doubt does, 
result in the simultaneous autoextraction ot 
many substances into the circulation, and 
it is possible that some of these may cause 
eclampsia or ‘‘toxaemia’’. ‘‘ Toxins”’ 
from the decidua, probably complex 
mixtures, have been considered by Smith 
and Smith (1944). Similarly, toxic 
extracts from the placenta, probably 
different from thromboplastin, have been 
studied by Young (1914), and by Chesley 
and Alter (1951). 

In comparison with these alternatives, 
it is of interest that extracts from the 
decidua or the placenta contain thrombo- 
plastin in enormous quantities (Schneider, 
1947, 1951b) and that this is toxic ’’. 

The likely paths of entry of liquid and 
suspended material from the disrupted and 
degenerating decidua are indicated in 
Figs. 10a and b. The maternal blood- 
supply across the decidual plate into the 
intervillous lake of each cotyledon is an 
arterial supply (Spanner, 1935) and there- 
fore any blood flow should be unidirec- 
tional, and any outflow from the haema- 
toma would tend to be into the maternal 
lake. 

As is to be seen in Fig. 5, the last barrier 
to the maternal lake, the split layer of the 
decidual, or basal, plate may become thin. 
In addition, it can be seen in Fig. 7 that 
this layer may become fragmented; if 
further disruption occurred, this might 
permit free flow directly from the haema- 
toma into the intervillous lake itself. Once 
within the maternal lake, the coagulation 
mixture of the haematoma would be 
within the maternal circulation and could 
become generally disseminated throughout | 
the vasculature (cf. Figs. roa, b). 

For this autoextraction, the placental 
separation could be initiated in relation to 
any portion of the decidua] plate, whether 
central or near the margin. When the 
premature separation extends to the 
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margin of the placenta, as in Fig. 9, the 
return flow into the maternal circulation 
might eventually, and occasionally, in- 
volve directly the profuse venous plexus of 
the decidua at the placental margin (cf. 
Fig. rob). Probably in the more usual case 
the only pathway available for the flow of 
the coagulation mixture into the maternal 
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circulation would be through the inter- 
villous lake (Fig. 10a). It will be clear 
that this hypothetical mechanism of auto- 
extraction might apply equally well to the 
partial (selflimiting) abruptio of the 
eclamptic patients under consideration, and 
to the progressive stages of severe com- 
plete abruptio (Schneider, 1950b, 195Ia). 


RETROPLACENTAL HEMATOMA 
CENTRAL 
ABRUPTIO 


PERIPHERAL 


INTERVILLOUS 


AMNIOTIC CAVITY 


©) 


Scheme of autoextraction of materials from the decidua into the maternal 
circulation during the progress of placenta abruptio. In this presenta- 
tion, premature placental separation begins within the usual layers of 
the already degenerating decidua. As a result, an intradecidual 
haematoma may be formed by an escape of arterial blood retro- 
placentally, the blood coming from transected arterial sinusoids that 
supply the intervillous lake. Within this retroplacental, or mtradecidual 
haematoma, the blood will become mixed with materials from the 
disrupted and fragmenting decidua. Because the decidua is a most 
unusually rich source of thromboplastin, far exceeding other tissues, 
this mixture of ‘ tissue extract’ and of blood will, in fact, consist of a 
clotting mixture of blood and thromboplastin. Under the expanding 
force of the haematoma, rupture of the remaining thin layer of the 
basal plate may occur and some of the clotting mixture may find its 
way into the intervillous, maternal lake. Once within the maternal 
lake, the clotting mixture may be distributed throughout the maternal 
circulation. This pathway is indicated in Fig. 10a and seems to be the 
usual route in the patients above. Perhaps to a lesser degree, if the 
haematoma begins in an eccentric portion of the placenta and extends 
to the margin as in Case 3, part of the coagulation mixture may enter 
the maternal circulation through the marginal venous plexus as indi- 
cated in Fig. rob. Decidual thromboplastin thus reaching the maternal 
circulation by either route of autoextraction may cause widely dis- 
seminated pathologic coagulation, intravascularly. This effect may be 
far out of proportion to the quantity of material released because a 
minute amount of thromboplastin can initiate the autocatalytic activa- 
tion of the coagulation mechanism. The autoextraction into the 
maternal lake may continue until the blood within the haematoma 
congeals, an interval of at least many seconds. Then the autoextraction 
may be continued, or renewed at intervals, by extension of the 
abruptio. (Modified after Schneider, 1950b.) 
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ABRUPTIO 
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—— 
Fic. 10, 
4 


552 


It is of interest to consider the case of 
postpartum eclampsia (above) in which 


._there was no evidence on the placenta, of 


abruptio of any degree. This case particu- 
larly appears to be an exception to the 
possibility that autoextraction from the 
decidua may cause eclampsia, and it may 
provide a test for the rule. First, it may be 
asked whether, in this case, the retropla- 
cental haematoma of Young may have 
occurred, yet have escaped detection. The 
labelled placenta was carefully searched, 
and no structures suggestive of a retro- 
placental haematoma, still present, or 
previously present but then detached, could 
be found. Second, it may be asked 
whether there are other feasible pathways 
of extraction of thromboplastin into the 
maternal circulation. The very demonstra- 
tion that autoextraction may occur by one 
mechanism lends support to the possibility 
of other mechanisms. Such of these as 
have been considered, however, are for the 
most part not adapted to the prompt 
extraction of large amounts of active 
materials (Schneider, rg50b). Third, it 
may be asked whether autoextraction from 
the decidua may occasionally occur during 
the late 2nd stage of labour or during the 
ard stage (separation and delivery of the 
placenta) without leaving a well-formed, 
congealed haematoma, embedded im situ 
to provide anatomic evidence of the auto- 
extraction process. This is, perhaps, the 
most interesting possibility because it would 
permit of a rapid and extensive auto- 
extraction. 

According to the above interpretation 
of the available data, eclampsia may be 
the result of partial premature separation 
of the placenta and the pathologic process 
may be expected to continued 
(Schneider, 1951b) or aggravated by 
extension of this abruptio. Hence appro- 
priate prophylaxis would be to prevent 
extension of this abruptio. Labour might 
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be expected to aggravate extension. Hence 
treatment of eclampsia or of fulminating 
toxaemia should include prevention of 
labour. This is also good judgment 
clinically. Empirically, an exception is 
that if delivery is imminent, the prognosis 
is likely to be favourable despite an added 
short interval of active labour, and the 
best treatment then may be to aid delivery, 
as for example by prompt forceps extrac- 
tion after full dilatation of the cervix has 
been achieved. However, if the vaginal 
delivery it not imminent it would be logical 
(cf. Young and Miller, tg2r) to bring 
labour to a halt and to accomplish delivery 
at a more opportune time, or better, by 
another means, Caesarean section. 
Intravascular coagulation, particularly 
if it has a predeliction for widespread 
occlusion of the lesser circulation 
(Schneider, 1950b, 1951a) leads to certain 
implications. One of these is the possible 
development of acute cor pulmonale. If, 
as a further consequence of obstruction of 
the lesser circulation, there is an increased 
venous pressure, this may contribute to an 
increase of any haemorrhage that may be 
initiated, as for example, haemorrhage 
from a laceration in the genital tract during 
parturition. Likewise, if the occlusion of 
the lesser circulation were extensive, 
another result would be marked reduction 
of the peripherial arterial blood-pressure 
and this is found in clinically severe 
abruptio in the form of “‘ obstetrical 
shock’’ (Schneider, 1951a). Perhaps 
‘hypertensive ’’ shock of pregnancy (cf. 
Sheehan, 1950a) is of comparable origin. 
If this be the sequence of cause and effect 
of the circulatory changes,* treatment 


* A similar causative course of events might be 
expected to arise in amniotic fluid embolism. In 
that syndrome, too, acute cor pulmonale might be 
expected, and in a purer form, since the dissemin- 
ated embolism is more strictly limited to the lesser 
circulation. 
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might be directed toward cardiac support, 
as well as toward relaxation of possible 
pulmonary arterial spasm. The consult- 
ing cardiologist sometimes empirically 
diagnoses cardiac decompensation and 
institutes treatment accordingly (cf. Case 1 
of Schneider, 1951a). Conversely, the 
treatment of cor pulmonale would preclude 
copious administration of blood or of other 
fluids, a procedure which has been found to 
be dangerous eclamptic patients 
(Mengert, Jennett and Brown, 1949). 


SUMMARY 


The retroplacental haematomas of the 
placentae from more than 2,200 confine- 
ments were observed. The incidence of 
these lesions increased markedly with in- 
creasingly severe toxaemia. When the 
coagulated haematoma remained én situ 
on the delivered placenta, it provided an 
anatomic model of partial or selflimiting 


abruptio placentae, and each of these 
models permitted study of a stage of the 


probable morbid  antoextraction of 
materials into the maternal circulation. 
The haematomas were intradecidual ; 
i.e. they arose within the decidual plate. 
The anatomic structures lead to the sug- 
gestion that an expanding force arising 
within the haematoma in the manner of a 
hydraulic pump, may have led to disrup- 
tion of the enclosing basal plate with release 
from the haematoma of a mixture of blood 
and decidual debris into the intervillous or 
maternal lake of the placenta. Since the 
decidua is rich in thromboplastin the 
mixture is, in effect, a coagulation mixture. 
Once within the maternal lake, this coagula- 
tion mixture is in the maternal] circulation 
and can become generally dispersed 
therein. While being dispersed, a variable 
degree of intravascular coagulation may be 
activated, and disseminated ‘“‘ fibrin em- 
bolism ’’ of greater or lesser degree may 
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result. Clinical and laboratory studies 
were carried out to evaluate whether 
fibrin embolism actually occurs in 
eclampsia. 


The results indicated that there was a 
tendency for a relative fibrinopenia to 
develop. From comparison with the 
severe fibrinopenia such as may result 
from disseminated coagulation in cases of 
severe or complete abruptio, it was inferred 
that the partial fibrinopenia of eclampsia 
also may have been the result of some 
degree of intravascular coagulation. In 
these patients with eclampsia the apparent 
tendency for partial defibrination is 
important, not because of failure of coagu- 
lation, but because it tends to confirm the 
suggestion that the coagulation system 
may have been partially activated intra- 
vascularly. Hence the question is raised 
whether eclampsia may be a “‘thrombo- 
plastin complication of pregnancy.”’ 


Additional evaluation depended upon 
observation of clinical symptoms and 
laboratory findings referrable to dissem- 
inated ‘‘ fibrinembolism.’’ These included 
intravascular hemolysis, a transitory in- 
crease of the icterus index, and continued, 
progressive anaemia thereafter, besides the 
better known, transitory neurologic 
changes (including mental derangement) 
and renal damage. 


The hypothesis that eclampsia may be 
mediated by thromboplastin and by 
‘fibrin embolism has certain clinical 
implications concerned with acute or 
terminal circulatory failure of eclampsia. 
Prophylactically, it is to be suggested that 
in clinically fulminating toxaemia, or in 
clinically severe abruptio, prompt 
measures should be instituted to prevent 
progress of the premature placental separa- 
tion. To forestall or minimize this separa- 
tion, labour should be stopped and/or 
prevented. 
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THESE notes concern the labours of 100 
women between the ages of 19 and 45 years 
(average 32 years) who had been previously 
delivered by Caesarean section either in 
this hospital or elsewhere. A commentary 
sums up our present views on the use of 
primary Caesarean section and the problem 
of whether a repeat Caesarean or a trial 
labour should be chosen as the method of 
delivery in a subsequent pregnancy. The 
100 cases are consecutive and a random 
sample. 


Type of Operation 

We do not know what type of Caesarean 
section was performed in 16, but the lower 
segment technique was used in 76 cases, 
and 8 women had been delivered by the 
classical operation. 


Indications for Previous Sections 
Breech primigravida ... 

Placenta praevia 

Inertia only 

Eclampsta 

Pre-eclampsia / inertia / occipito-posterior 
Pre-eclampsia 

Toxaemia / foetal distress 

Severe anaemia 

Foetal distress (cause unknown) .. 

Accidental haemorrhage... . 

Inertia / disproportion (occipito-ante rior 
Unknown 
Contraction ring 

Disproportion only ... 

Disproportion / foetal distress 

Disproportion / occipito-posterior 
Occipito posterior /inertia (no disproportion) 
Occipito posterior/ foetal distress 

General peritonitis 


Lal 
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Obstructed labour/ fibroid . 
Prolapsed cord ... 
Elderly primigravida / fibroids 
Inertia / twins / toxaemia 
Onset of Labour 

In the absence of disproportion or 
toxaemia indicating induction of premature 
labour or signs of overcarrying, 63 women 
were allowed to await a normal onset of 


I 
I 
I 
I 


labour. The methods of induction of 
labour were: 
Medicinal only _... 
Medicinal + puncture of membranes... 21 
Bougies only .. I 


The only uterine rupture occurred in a 
case (operated upon elsewhere) which was 
induced medicinally, but it is impossible to 
say whether or not the induction con- 
tributed towards the rupture. Two still- 
births occurred in the 37 induced cases. 
One, a baby weighing 6 pounds 3 ounces, 
was deadborn following puncture of mem- 
branes and medicinal induction, and 
another (5 pounds 13 ounces) after simple 
puncture of membranes. In neither case 
was there any obvious cause for the still- 
birth. One neo-natal death (6 pounds 8 
ounces) followed puncture of membranes 
for placenta praevia. 


Course of Labour. 

Whether labour set in naturally or 
followed induction it was conducted con- 
servatively unless progress ceased. Forceps 
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were used, or the breech extracted, if there 
was delay. The incidence of forceps 
delivery was 35 per cent as compared with 
our usual rate of 11 per cent. The average 
duration of labour was 14} hours and the 
average weight of the babies 6 pounds 
14 ounces. The longest labour was 96 
hours, and the shortest 2 hours; the 
heaviest baby weighed g pounds 4 ounces. 
The long labour followed bougie induction 
and was terminated by forceps. 


Method of Delivery 

Fifty-nine labours ended spontaneously, 
and 4 babies were delivered without difh- 
culty as breech presentations. The 35 
forceps deliveries were straightforward, 27 
low forceps and 8 midstrait applications. 
We do not apply forceps in the midstrait 
unless labour has ceased to produce 
advance, but when this happens we con- 
sider a slow forceps delivery indicated 
even if neither maternal nor foetal distress 
is present. When either occurs it is 
probably due to unjustifiable procrastina- 
tion, and the delivery is then more 
hazardous for the baby. 

The 2 remaining women were delivered 
by: (a) Caesarean section (the case of 
uterine rupture); and (b) by normal] labour 
following perforation after death of the 
foetus during a labour with moderate dis- 
proportion. 


The number of Caesarean Sections prior to 
Vaginal Delivery 

Caesarean delivery had been used only 
once in go women; 8 had been operated 
upon twice, and 2 three times. 

We have been influenced towards allow- 
ing normal labour when dealing with our 
own cases whose convalescence was known 
to have been afebrile following lower seg- 
ment section, especially when the section 
was performed without the prolonged trial 
of labour which inevitably leads to over- 
stretching of the lower segment. Elective 
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lower segment operations, regardless of the 
period of pregnancy at which they are per- 
formed, offer the best hope of perfect union 
of the wound; the elective section, carried 
out quietly and without the anxiety 
attached to an emergency operation, also 
yields better results. The woman who has 
already had several lower segment opera- 
tions runs an increasingly greater risk of 
rupture if subjected to labour, for the 
unavoidable formation of scar tissue at 
the site of operation weakens the lower 
segment. 

Parity 


The parity is shown in the following 
summary : 


2 paras eee ee 41 6 paras 4 
. <a 24 7 3 
7 I 

I 


In the lower parity groups the Caesarean 
sections had been performed mainly for 


disproportion, toxaemia, and foetal 
distress, before vaginal delivery was 
possible. Age, primiparity and breech 


presentation with extended legs and 
reduced pelvic measurements, especially 
if the pregnancy has been delayed for some 
years after marriage, are considered 
important when assessing the indications 
for operation. In the higher parity groups 
obstructed labour (with or without primary 
occipito-posterior positions and some dis- 
proportion) and placenta praevia, become 
frequent indications for Caesarean section. 
We now regard a major degree of placenta 
praevia as an absolute indication for section 
delivery even if the foetus is dead, if there 
is severe bleeding or if the patient’s condi- 
tion is unsatisfactory. 
Morbidity 

Seven women showed morbidity during 


the puerperium; I was morbid by the 
B.M.A. standard and 6 were morbid by 
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both °B.M.A. and Rotunda standards. 
Three of the 7 morbidities were known to be 
of genital tract origin alone, I was of 
urinary tract origin, another due to general 
health, and the seventh was from urinary 
tract and genital tract infection. In no 
instance was the morbidity serious, and in 
all it was of brief duration. 


Rupture of the Uterus 

Although this accident is to be feared 
when the uterine wall has been injured by 
operation (myomectomy or Caesarean 
section) it only occurred once. The woman 
Was a 2-para, aged 36 years, and the lower 
segment section performed elsewhere at 38 
weeks was for eclampsia, but we do not 
know any details about her convalescence. 
Her uterus ruptured completely with 
obvious signs and symptoms during labour, 
but she and the baby did well following 
Caesarean section with subtotal hyster- 
ectomy. The rupture occurred when the 
cervix was three-quarters dilated, and it 
involved the entire old scar. 


Foetal loss 

Ten babies were lost, 8 being deadborn 
and 2 dying in the neonatal period. One 
neonatal death was due to prematurity 
(labour set in at the 32nd week in a case 
of toxaemia), but the second followed a 
spontaneous delivery at term, and was 
unexplained. 

The babies’ deaths were due to: 


Erythroblastosis 

No cause evident 
Foetal abnormality 
Toxaemia (at 29 weeks) 


Cerebral haemorrhage 


We could not trace the cause of death in 
4 cases, and it would be unfair to attribute 
them to the fact that Caesarean section had 
been performed previously. 
Cc 
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Maternal Complications. 
The following list contains the complica- 
tions which occurred: 


Rupture of the uterus (complete) 43 gua 
Retained placenta with moderate P.P.H, ... 
Erythroblastosis foetalis 
Mitral stenosis (Grade I) 

Cerebral haemorrhage 

Puerperal peritonitis ... ss 

Recurrent P.P.H. (moderate) 


The only further comment regarding 
these concerns the case of puerperal peri- 
tonitis which apparently resulted from 
renewed infection of an old sinus track 
connecting the uterine cavity with an extra- 
peritoneal organized haematoma of the 
left side, which must have existed since the 
Caesarean delivery. This mass was 
drained above Poupart’s ligament and the 
subsequent convalescence was normal. 


SUMMARY 

The fact that a random sample of 100 
consecutive vaginal deliveries were con- 
ducted without a maternal death, with one 
uterine rupture, and with a gross foetal loss 
of only 10 per cent (including 2 neonatal 
deaths), is a reassurance that vaginal 
delivery following Caesarean section is not 
an unduly hazardous venture provided that 
the facilities of an adequate maternity 
hospital or properly equipped maternity 
nursing home are available throughout 
labour. This further strengthens the claims 
of the lower segment Caesarean operation 
as the method of delivery when such is 
urgently needed for foetal or maternal 
reasons, or when the natural forces of 
labour have done their best and delivery 
is indicated before it can be accomplished 
with safety to mother and child per vias 
naturales. 


I wish to acknowledge the assistance 
received from our Obstetrical Registrar, 
Dr. C. L. S. Archer, and from our Records 
Department, in the collection of the data 
necessary for this communication. 


| 
[ 
‘ 
| 
q 
| 
2 
2 
il 


VAGINAL METASTASES OF CARCINOMA OF THE BODY 
OF THE UTERUS 
BY 
STANLEY Way, M.R.C.O.G. 


Gynaecologislt, Newcastle Regional Cancer Organization 


Associate Surgeon, Gynaecological Department, Royal Victoria 


CARCINOMA Of the body of the uterus is 
often regarded as a relatively benign 
disease, slow to spread and metastasize 
and giving a high cure rate when treated 
surgically. This is true when the disease is 
compared with other less favourable 
inalignant tumours such ds Carcinoma of 
the lung or stomach or even carcinoma of 
the cervix. Even so, Taylor and Beckner 
(1947) were able to show a relative 5-year 
survival rate of 64.7 per cent and this figure 
does not include cases considered too 
advanced for surgery; the absolute sur- 
vival figure must therefore be less than 
this, which means that probably only half 
of all patients seen with this disease live 5 
years from the time of diagnosis. Car- 
cinoma of the body of the uterus is not a 
particularly common disease and few indi- 
viduals are likely to handle a large series of 
cases and further, with metastases being 
less common in this tumour than in some 
other forms of cancer, knowledge about 
them is likely to be extremely limited. 

The purpose of this paper is to discuss 
the mode of origin and clinical significance 
of a particular form of metastasis which is 
seen fairly frequently with carcinoma of 
the body of the uterus, namely the isolated 
vaginal metastasis. 

There are few contributors to the 
literature on this subject although the 
occurrence of such metastases appears to 


Infirmary, Newcastle upon Tyne 


558 


be widely known. Meigs reviewed 25 
such cases in 1929, Strachan 6 in 1930, 
and Spencer 2 in 1932. The remainder of 
the literature consists mostly of single case 
reports. In this paper 14 cases which | 
have encountered are described and 
analyzed. At this stage it seems appro- 
priate to give brief clinical and pathological 
notes of these cases because from these 
findings the arguments concerning the 
mode of origin of these metastases and their 
clinical significance is based. 


Case 1, K. M., aged 64. 

This patient had had no pregnancies and the 
menopause had occurred at the age of 42. She 
was admitted to hospital on 8th May, 1943, com- 
plaining of post-menopausal bleeding of 3 months 
duration. 

On examination a nodule the size of a hazel nut 
was found 1 inch from the introitus underneath the 
urethra which was partially occluded by the 
tumour. 

The cervix was normal and the uterus not 
enlarged. Dilatation produced very free bleeding 
and the cavity of the uterus was found to be 
covered with growth. 

Biopsy of the endometrium and the vaginal 
tumour showed identical structure, namely an 
adenocarcinoma of Broders grade 3. No treat- 
ment was undertaken. The patient was not seen 
again and she died on 11th November, 1943. 
Autopsy was not performed. No other investi- 
gations were carried out and it is not known if 
any other metastases were present. 
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CASE 2, H. B., aged 59. 

This patient was admitted to hospital on 8th 
December, 1943, complaining of irregular bleed- 
ing for 6 months. The menopause had occurred 
at the age of 50 years. 

Examination under an anaesthetic showed a 
bulky, soft uterus which contained a large 
pyometra, which was drained. The uterine cavity 
was 5 inches long. 

In 8th January, 1944, panhysterectomy was 
performed. The uterus was enlarged and con- 
tained pus. On the posterior part of the fundus 
was a submucous fibroid which was covered with 
papillary growth. On section this was a mixed 
squamous adeno-carcinoma. The lymph 
nodes removed showed no carcinoma. 

[he pitient was given deep X-ray therapy to the 
pelvis after operation, the estimated pelvic dose 
being 4,300 r. 

She remained well until February 1945 when a 
metastasis was discovered on the anterior vaginal 
wall in its lower third. It was about 1 cm. 
square and extended to the left of the midline, but 
not to the right and reached to the urethral 
meatus. There was no enlargement of the inguinal 
nodes. On 13th March, 1945, a 2-plane radium 
implant was carried out giving a dose of 7,000 r in 
7'2 days. 

Section of the metastasis showed a mixed 
adenosquamous carcinoma with adenocarcinoma 
predominating. The patient made a good recovery 
and remained well until August 1949, when she 
had a sudden attack of breathlessness and coughed 
up a little bright red blood. Radiograph of the 
chest taken on 29th August showed multiple 
inetastases in both lungs, and on clinical examina- 
tion there was a mass in the skin over the right 
scapula which was about 3 inches in diameter. 
This she said had been present for 2 months. 

The patient had repeated dyspnoeic attacks and 
died suddenly at home on 16th September, 1949, 
5 vears and 9 months after the original operation, 
and 4 years and 6 months after treatment for the 
vaginal metastasis. Autopsy was refused. 


and 


CasE 3, F. B., aged 54. 

This patient was admitted to hospital in October 
1944 complaining of vaginal haemorrhages for 1 
year. The menopause occurred at 49. The cervix 
was normal and curettings produced obvious 
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tumour from the uterus. Total hysterectomy and 
bilateral salpingo-odphorectomy were performed. 

The uterus on section was found to be 9 by 4 
by 8 cm., and the fundus was full of necrotic 
tumour invading the musculature, and on histo- 
logical examination was found to be a mixed 
adenosquamous carcinoma of Broders grade 3. 

The patient remained well for 3 years, but at 
follow-up clinic in December 1947, 2 smallsecondary 
deposits were were found at the lower end of the 
anterior vaginal wall, one on each side of the 
urethra. Each was about 4% cm. square. A 2 
plane radium implant was carried out on 16th 
December 1947. X-ray of the chest was negative. 
When last seen in December 1950 she was in 
excellent health and there was no evidence of 
vaginal or pelvic recurrence. 

Section of the secondary at the lower end of the 
vagina revealed a mixed adenosquamous carcinoma 
sinilar in appearance to the primary lesion. 


Case 4, E. T., aged 57. 

This patient had had 4 pregnancies and the 
menopause had occurred at the age of 39. In 
August 1945 she had commenced to bleed from the 
uterus and in October 1945 curettage was carried 
out and the endometrium obtained was reported 
on as containing adenocarcinoma. She refused to 
consent to hysterectomy. Not until August 1946 
could she be persuaded to undergo operation and 
on 20th August a total hysterectomy and bilateral 
salpingo-ojphorectomy was carried out. The 
uterus was enlarged to the size of a 2-months 
pregnancy, but no other abnormality was dis- 
covered. On opening the uterus the entire cavity 
was covered with superficial growth which showed 
slight penetration of the myometrium. It was 
again reported as a pure adenocarcinoma. The 
cervix showed no tumour on histological examina- 
tion, 


The patient remained well until October 1947 
when she complained of slight vaginal bleeding 
and on examination a nodule was found under- 
neath the lower end of the urethra on the anterior 


vaginal wall. It measured 0.7 by 0.7 cm. A 
single plane radium implant was carried out and 
the dose delivered to the tumour was 7,500r in 
6 days. 

Two months later she was seen at clinic and the 
vagina was found to be healed. There was no 
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pelvic recurrence. This woman had an old stand- 
ing mitral stenosis and at this examination there 
were signs of decompensation. 

She did not attend the clinic again on account 
of her heart lesion but was visited once at home 
when she was in bed with heart failure but there 
was no evidence of recurrence. She died on 1oth 
April, 1948, and although the relatives were 
willing to have an autopsy performed the doctor 
failed to notify me of the death. Indeed he did not 
answer any inquiry for 6 months and signed the 
death certificate as carcinoma of the liver. It 
seems probable that the liver enlargement, if it 
existed, was due to heart failure. 

Biopsy of the lower vaginal metastasis showed 
a pure squamous carcinoma and in view of this 
the original sections were re-examined and further 
sections cut. These showed that the original 
tumour was not a pure adenocarcinoma but a mixed 
squamous and adenocarcinoma of Broders grade 2. 


Case 5, C. F., aged 57. 

This patient had had the menopause at the age 
of 47. In 1943 she had had a vaginal haemorrhage 
and 5 months later another one. This intermittent 
vaginal bleeding had continued until her admission 
to hospital in October 1946. 

Examination under an anaesthetic revealed a 
non-ulcerated nodule lying underneath and just to 
the right of the urethral orifice and extending 
upwards below the vaginal mucosa on the anterior 
wall. It was 1.2 cm. long and 0.3 cm. wide. The 
uterus was enlarged to the size of a 3-months 
pregnancy and there were nodules palpable in the 
pouch of Douglas. Curettage produced friable 
growth from the body of the uterus. Biopsy of 
both uterine and vaginal tumours showed a mixed 
squamous and adeno-carcinoma of Broders grade 2. 
Laparotomy revealed a large uterus with growth 
ulcerating through the peritoneal surface and 
extending into both tubes. There were numerous 
nodules all over the pouch of Douglas and the 
uterus was fixed by extensions of tumour to the 
peritoneum of the lateral pelvic wall. The right 
para-aortic nodes as far up as the 3rd lumbar 
vertebra were hard and fixed. The abdomen was 
closed. As the lower vaginal metastasis was not 
causing any trouble it was not treated. 

After discharge from hospital she became more 
and more cachectic but remained comfortable until 


the time of her death 1 year after admission to 
hospital. 


Casé 6, D. E., aged 50. 

This patient had been married for many years 
and had had no children. The menopause oc- 
curred at 52. In November 1945 she commenced to 
have vaginal bleeding and in November 1946 she 
was admitted to another hospital and examined 
by a gynaecologist who found that the lower 
quarter of the anterior vaginal wall was covered 
with an obvious malignant ulcer which appeared 
to be very superficial. There were no enlarged 
nodes in the groin. The uterus was not enlarged 
and curettage produced no material at all. Biopsy 
of the ulcer showed an adenocarcinoma of Broders 
Grade 1 to 2. In view of this finding a further 
curettage was carried out and again no scrapings 
were obtained. Barium enema and sigmoidscopy 
were performed and no evidence was found of a 
tumour of the large bowel. It was then con- 
sidered that this case was one of primary adeno- 
carcinoma of the vagina, and she was transferred 
for radiotherapeutic treatment. This, however, 
proved to be almost impossible and she was then 
considered for surgical treatment. A _ further 
curettage was carried out, again with negative 
results and it was finally decided to transplant the 
ureters and excise the vagina and urethra from 
below. This was done in 3 stages in December 1946 
and January 1947. At laparotomy the uterus was 
found to be small and firm, but showed no abnor- 
mality. The removed vagina showed an adeno- 
carcinoma with a non-invaded upper portion of 
vagina 1’ inches long. The vaginal portion of 
the cervix was removed and showed no abnormality 
on histological section. She was discharged from 
hospital on 22nd February, 1947. 

She remained very well with excellent rectal 
control of her urine until August 1948, when on 
rectal examination a large mass was detected which 
was apparently uterus. 

She was re-admitted to hospital and laparotomy 
performed. This revealed a distended bladder 
lying in front of a large, hard uterus. Total 
hysterectomy, bilateral salpingo-odphorectomy 
and total cystectomy were carried out. The bladder 
was distended with blood clot due to erosion of 
its mucosa, by a tumour which arose in the 
uterus but did not ulcerate into the cavity. 
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Histological section showed an adenocarcinoma 
of uterine type, widely infiltrating the uterine wall. 
The remnant of cervix showed the same type of 
tumour most of which was confined to the 
lymphatic spaces. 

For a year the patient did very well, but in 
December 1949 she developed severe pain in the 
left leg, and X-ray of her pelvis in February 1950 
showed a metastasis in the left ischial tuberosity. 
The pain was successfully controlled by intrathecal 
injection of alcohol. 

In April 195c she was seen again. She was 
comfortable and still had no pain in the leg, but 
the pelvis was now full of growth and there was 
considerable abdominal discomfort which, how- 
ever, was well controlled by physeptone. 

Shortly after this she became bedridden and as 
she lived 100 miles from Newcastle she was not 
seen again, but her family doctor kept in close 
touch with us. In August 1950 the pain in the leg, 
which had been relieved by the intrathecal in- 
jection of alcohol, recurred and became progres- 
sively worse. In October her doctor was sent a 


supply of cobra venom with which he was able 
to keep her almost free from pain. 


She died on 


15th November, 1950. The relatives refused 


permission for autopsy. 


Case 7, D. M., aged 36. 

This patient was referred to hospital on 18th 
January, 1947, with a diagnosis of carcinoma of the 
cervix. Her last child had been born 2 years and 
10 months before this and since that time she had 
had a persistent brown vaginal discharge with 
menorrbagia. Three months before admission her 
periods became irregular and lasted, on one 
occasion, 12 days. 

On examination the only abnormality dis- 
covered was a small ulcer confined to the posterior 
lip of the cervix. She was unfortunately not 
curetted and was treated as a carcinoma of the 
cervix with radium. Histological section of the 
ulcer, however, showed an adenocarcinoma of 
Broders grade 3, typically of endometrial origin 
and not of cervical. Six weeks after this a modi- 
fied Wertheim’s hysterectomy was performed 
removing a cuff of vagina but not removing the 
regional nodes which were not enlarged. 

Histology of the operative specimen showed no 
tumour in the cervix but many foci of viable 
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adenocarcinoma scattered throughout the endo- 
metrium. 

She remained well for a year but at follow-up 
clinic in February 1948 a minute thickening was 
noticed at the introitus just to the left and below 
the urethral orifice. It was so small that it could 
not be seen but it could be appreciated quite well 
by palpation. It was situated near some hymenal 
remnants and although it was suggestive of a 
metastasis it might well have been an oedematous 
hymenal tag. The patient was told to report again 
inone month. She was not a very regular attender 
and failed to report. Several visits to her home 
were fruitless as she was seldom at home, and 
previous warnings by letter of intended visits 
invariably led her to absent herself. A chance 
remark at follow-up clinic made by a neighbour 
in August 1948 led to a visit that same day and the 
patient was found at home. On examination a 
metastasis 1.6 by 1.6 cm. was found on the anterior 
vaginal wall, immediately under the lower third 
of the urethra which was partially constricted. Her 
only complaint was difficulty in micturition. 
There was no pelvic recurrence. She agreed to 
admission to hospital and on the 16th August a 
2-plane radium implant was carried out giving a 
dose of 7,000r to the lesion in 224 hours. 

Histologically the lesion was identical with that 
from the uterus and was an adenocarcinoma of 
Broders grade 3. Serial biopsies showed an 
unfavourable response to irradiation. She attended 
the clinic again in October 1948 when the vagina 
was found to be completely healed and there was 
no evidence of recurrence either in the pelvis or the 
vagina. 

She then defaulted from the clinic, all attempts 
to trace her by letter failed and visits to her home 
were again fruitless as she had gone to live with 
her mother whose address was unknown. On 30th 
March, 1950, she arrived at the follow-up clinic full 
of apologies for not having attended, but the real 
purpose of her visit was to obtain a certificate for 
some corsets. On examination there was a hard 
area underneath the urethra at the site of the 
previously irradiated secondary and a_ biopsy 
showed an active adenocarcinoma of Broders 
grade 3. 

She was readmitted to hospital 3 weeks later and 
the lesion was coagulated with diathermy, but it 
did not completely heal. In September 1950 she 
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was seen again. The lesion was now much more 
extensive and had destroyed the external sphincter 
of the urethra. In October 1950 she was re- 
admitted to hospital largely because she was now 
incontinent and her family were completely unable 
to cope with the situation, 

X-ray of thechest and pelvic bones were negative, 
but X-ray of the head and neck showed metastases 
in both parietal bones, in the first rib and the third 
cervical vertebra. In_ hospital very 
comfortable, apart from the incontinence of urine, 


she was 


and her relatives were given some elementary 
instruction on how to look after her at home. 
When last seen at home in January 1951 her con- 
dition had further deteriorated and the vaginal 
She 
Autopsy 


lesion now covered the entire vaginal wall. 
died at home on 14th February, 1951. 
was refused. 


Case 8, E. C., aged 50. 

This patient had had the menopause at the age 
of 47 and for one year before admission to hos- 
pital she had had repeated vaginal bleedings. 

On examination there was an ulcerated tumour 
on the anterior vaginal wall, extending on to the 
right and left lateral walls underneath the urethra 
and extending up the vagina for 1.9 cm. The 
cervix appeared normal but the uterus reached 
uearly to the umbilicus, and on dilatation large 
quantities of pus and blood escaped from the 
uterus. Total hysterectomy and bilateral salpingo- 
out. The uterus 
measured 14 by to by to cm. and its wall was 
7 cm. thick. The entire cavity was covered with 
necrotic tissue and the wall appeared to be infil- 
trated with growth. The cervix did not appear to be 
involved on macroscopic examination. 


odphorectomy were carried 


On section 
the growth was found to be a mixed adenosqua- 
mous carcinoma and parts of its stroma showed 
areas resembling myxosarcoma, Biopsy of the 
tumour from the lower end of the vagina showed 
a mixed squamous and adeno-carcinoma. 

At the time of operation a mass of hard fixed 
nodes was found on the left external iliac and 
common iliac vessels, Ten days after operation a 
2-plane implant to the vaginal growth was carried 
out, a dose of 6,800 r being given in 6 days. One 
month after operation the vaginal growth had 
disappeared and the patient was in good health. 
Three months later, however, she was seen again 
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and was very cachectic with a huge mass of nodes 
palpable in the left side of the pelvis and abdomen 
and a large hard fixed node in the left groin. The 
lower end of the vagina was still healed: but there 
was a large mass of tumour at the vault of the 
vagina. She died at home 3 weeks later and 
autopsy was not carried out. 


CasE 9g, E. B., aged 67. 


At the age of 65 this patient commenced to have 
irregular vaginal bleeding. She said that this did 
not worry her so she did nothing about it for 24 
years, when she consulted her doctor who referred 
her to hospital on 19th June, 1948. Her previous 
history was negative. had 
occurred at the age of 54. 


The menopause 


Examination under an anaesthetic revealed a 
moderate degree of vulval leucoplakia and on the 
anterior and right lateral wall of the vagina 14% cm. 
from the introitus was an ulcerated mobile tumour 
measuring 1.2 by 0.7 cm. 

The cervix and the cervical canal were normal, 
but the fundus of the uterus was enlarged to the 
size of a 2-months pregnancy and on dilatation 
blood and pus escaped. Exploration of the uterine 
cavity showed the presence of growth on the 
posterior and right lateral wall extending down to 
the isthmus. It was proposed to irradiate the 
vaginal deposit and perform hysterectomy after 
preliminary radium to the uterus. 

Preliminary radium to the uterus was given and 
a radium implant of the vaginal tumour was 
carried out giving a tumour dose of 6,000 r. During 
the time the radium implant was in, the patient, 
who had never been very co-operative, became 
obstreperous and pulled out her catheter on 3 
occasions despite the fact that it was stitched to 
the urethra. She was discharged from hospital on 
6th July, 1948, and refused to return for hyster- 
ectomy. 

She remained well until January 1949 when at 
follow-up clinic the uterus was found to be 
palpable above the symphysis. The upper vagina 
was stenosed but rectally a mass could be felt on 
the right side of the uterus. There was no recur- 
rence at the lower end of the vagina. 

The tumour continued to spread slowly through 
the pelvis until July 1949 when the pelvis was full 
of growth, but there was no recurrence at the 


lower end of the vagina and X-ray of the chest did 
not show any evidence of metastases. 

She died at home on 24th August, 1948. Autopsy 
was refused. Section of both primary and vaginal 
deposit showed a mixed adenosquamous car- 
cinoma of Broders grade 2. 


Case 10, M. A. S., aged 59 

This patient had had 3 children and the meno- 
pause had occurred at the age of 54. Three months 
before admission to hospital she had a vaginal 
haemorrhage and since that time had had several 
small haemorrhages. She was admitted to hospital 
on 31st May, 1949. . 

Examination under an anaesthetic showed a 
small submucous tumour on the anterior vaginal 
wall at its lower end lying underneath the urethra 
whilst half way up the vagina, on the right 
lateral wall was a pedunculated tumour 1 cm. in 
diameter. The uterus was enlarged and the cavity 
was 4% inches in length. On dilatation blood and 
growth escaped. Laparotomy revealed an 
enlarged uterus, the surface of which was perforated 
with growth in several places. On both sides of 
the pelvis were hard enlarged lymph nodes which 
were fixed to the pelvic wall and to the vessels. 
Both right and left para-aortic nodes were enlarged 
and fixed. 

The abdomen was closed, and the case con- 
sidered to be beyond any form of treatment. 
Section of the uterus and vaginal growth showed 
an adenocarcinoma of Broders grade 3. 

The patient was seen at follow-up clinic in July 
1949 when she was fairly well with only occasional 
slight bleeding. There was no change in the 
in the vaginal findings. 

On 15th September, 1949, she was seen again. 
She was still comfortable but there was a little 
more bleeding than before. There was lymph- 
oedema of the left leg and the entire anterior 
vaginal wall was now ulcerated. There was only 
slight dysuria. Three weeks later the patient 
became unconscious but lived for another 10 days, 
dying on the 23rd October, 1949. X-rays failed 
to show any lung or bony metastases. Autopsy 
was not performed. 


Case 11, M. W., aged 57. 

This patient had had one child and the meno- 
pause had occurred at 55. She first noticed some 
vaginal bleeding in July 1948 and consulted her 
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doctor a month later. He requested her to return 
a week later for vaginal examination, but she did 
not do so, and did not see him again until shortly 
before she was admitted to hospital in November 
1949. 

On examination a small ulcerated tumour was 
found in the anterior vaginal wall 1 cm. from the 
urethral orifice. The cervix was normal but the 
uterus was enlarged to the size of a 3-months 
pregnancy and partially retroverted. The right 
ovary was enlarged to the size of a golf ball, and 
the left was the size of a Jaffa orange. On 
dilatation of the cervix blood and obvious growth 
escaped from the uterine cavity. 

Laparotomy confirmed the abdominal findings 
and showed that both ovaries were adherent to the 
peritoneum of the pelvic wall. There were several 
nodules of growth in both Fallopian tubes and the 
inter-iliac lymph nodes were enlarged and fixed on 
both sides. The right common iliac nodes were 
enlarged and fixed to the vessels, the left were hard 
and shotty but not enlarged, and the left para- 
aortic nodes were also hard but not enlarged. The 
right para-aortic nodes were enlarged and hard and 
fixed to the inferior vena cava. One node was 
removed from each group for biopsy and total 
hysterectomy and bilateral salpingo-odphorectomy 
was performed in the hope that some palliation 
might be achieved. Three weeks later a 2 plane 
radium implant to the metastasis at the lower end 
of the vagina was carried out, giving a tumour 
dose of 7,000 r in 172 hours. The patient made a 
good recovery and was discharged from hospital 
on the 27th December, 1949. 

X-rays revealed no evidence of bone or chest 
metastases. Section of the tumour showed it to be 
an adenocarcinoma of Broders grade 3. It was 
extensively infiltrating the myometrium and had 
involved the isthmus but not the cervix. Both 
tubes and ovaries were infiltrated by the same type 
of tumour and all the lymph nodes removed were 
involved. The tumour at the lower end of the 
vagina was of the same type as that found else- 
where. 

The patient has attended clinic regularly since 
operation and remained very well until October 
1950 when some thickening was detected in the 
irradiated area at the lower end of the vagina. 
In January 1951 she attended again and com- 
plained of very slight bleeding. On examination the 
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thickening noticed previously was found now to be 
ulcerated and biopsy showed an active adeno- 
carcinoma. There was also an enlarged node in 
the left groin. This lesion at the moment is 
causing no real discomfort and the patient remains 
very well despite the extensive lymp node involve- 
ment. There is no pelvic recurrence and the lymph 
nodes which were left behind at operation are not 
yet large enough to be felt on clinical examination. 
X-ray of the chest is still negative. 


Case 12, H. B. W., aged 61. 

This patient who had had 2 children reached 
the menopause at the age of 54. Two years later 
she consulted a gynaecologist on account of post- 
menopausal bleeding. He found no abnormality 
and thought that she could be safely watched. 
The bleeding continued at long irregular intervals 
In January 1950 
she began to lose weight and to feel tired and to 


for 5 years but she ignored it. 


experience lower abdominal pain and pain between 
the shoulders, and in March 1950 she was admitted 
to hospital under the care of a physician for 
X-ray showed a gall- 
stone in the gallbladder and whilst she was await- 


investigation for gallstones. 


ing operation she was interviewed as a normal 
control case in an investigation being carried out 
The first 
question she was asked was “‘ Have you had any 
and the history 
Vaginal examina- 
tion showed a mass of malignant tissue the size 
of a walnut arising from the right lateral vaginal 
wall immediately inside the introitus. A similar 
but smaller was felt hanging from the 
posterior lip of the cervix. The uterus was enlarged 
to the size of a 2-months pregnancy, and both 
ovaries could be felt considerably enlarged, the 
right being the size of a cricket ball and fixed to 
the pelvic wall. 


on certain aspects of the menopause. 


bleeding since the menopause? ”’ 
given above was volunteered. 


mass 


Examination under an anaesthetic confirmed 
these findings and the cavity of the uterus was 
found to be lined by necrotic growth. Section of 
the endometrium, the polypoid mass on the cervix 
and the metastasis at the lower end of the vagina 


all showed adenocarcinoma of Broders grade 3. 

There appeared to be no prospect of curing the 
patient and as her vaginal bleeding was only slight 
and irregular and she had no other symptoms 
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directly referred to her pelvic disease she was dis- 
charged from hospital on the 15th April. 

She was never well enough to attend the 
follow-up clinic but was visited at home several 
times. She lost weight fairly rapidly and the 
abdominal mass consisting of uterus and both 
increased until it filled the abdomen. 
There was tremenduous lymphoedema of both legs 
and the vulva but the vaginal metastasis did not 
increase much in size. Shortly before death she 
had 3 large vaginal haemorrhages but she suffered 
no pain. She developed numerous bedsores but 
refused to be moved to hospital. She died on 30th 
December, 1950. Autopsy was refused. 


ovaries 


CasE 13, S. H., aged 54. 

This patient was admitted to hospital on 17th 
April, 1950. She complained of sciatica since 
September 1949 and vaginal bleeding since 
February 1950. She had had 4 children and the 
menopause had taken place at the age of 46. An 
X-ray of her pelvis taken a short while before 
admission showed destruction of the ascend- 
ing ramus of the right pubic bone by tumour 
The uterus was enlarged to the size of a 3- 
months pregnancy and on the right lateral 
lateral pelvic wall a mass of growth could be felt. 
Exploration of the uterine cavity revealed that 
the entire uterus was full of carcinoma. There was 
a suburethral deposit at the lower end of the 
vagina on the anterior wall slightly to the right 
of the urethral orifice. A single plane radium 
implant was done and a tumour dose of 7,000 r 
applied in 7 days. At the conclusion of this, 
intra-uterine radium was applied giving a dose to 
the surface of the tumour of 10,o00r in 29 hours. 

X-ray of the chest showed multiple metastases 
in the right lung. The patient has since remained 
well except for discomfort in the leg and some 
difficulty in walking. Section of both uterine and 
vaginal tumours showed that they consisted mainly 
of an adenocarcinoma (Broders grade 3) but that 
in addition both tumours contained some elements 
of squamous carcinoma. 


CasE 14, E. G., aged 52. 

At the age of 40 this patient developed menor- 
rhagia. She was kept in bed for 3 months and then 
curetted. Six months later the menorrhagia 
started again and she was given a so-called steriliz- 
ing dose of X-rays without further uterine 
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exploration. Six months after this, as she had 
commenced to bleed heavily, she was again given 
X-rays to the ovaries without curettage. She was 
then quite free from bleeding until 1945 when at 
the age of 47 she commenced to bleed again at 
intervals of a month or 6 weeks. The bleeding 
was quite considerable and for 5 years she con- 
sulted her doctor at various intervals. She was 
never examined and was given various pills and 
medicines, but in June 1950 she was examined 
by her doctor’s locum who found a growth in the 
vagina and referred her to hospital. She was 
admitted on 13th July, 1950. Her chief com- 
plaint was vaginal bleeding but recently there had 
been frequency and dysuria and her appetite had 
failed 2 weeks before admission to hospital. She 
had been married for 29 years but had, much to 
her regret, had no children. On examination there 
was an ulcerating tumour on the anterior vaginal 
wall just below the urethral orifice and extending 
half way up the vagina. There were 3 separate 
non-ulcerated nodules on the left lateral wall and 
one on the posterior wall. The cervix was norma! 
and the uterus was enlarged up to the umbilicus 
by multiple fibroids and the cavity was found to 
be full of growth. X-ray of the chest showed 
multiple metastases in both lungs but the pelvic 
bones, spines and long bones showed no evidence 
of secondary deposits. 

Her condition on admission was really quite 
good but no treatment was undertaken as the case 
appeared to be hopeless. She was discharged 
from hospital on 16th July and died 5 days later. 

Section of the uterine tumour and the vaginal 
tumour showed a mixed adenosquamous carcinoma. 
In the curettings the tumour consisted mostly of 
adenocarcinoma whilst in the deposit the pre- 
dominant strain was the squamous carcinoma with 
only a few areas of adenocarcinoma. 


Incidence. These 14 cases occurred in a 
total series of 102 cases of carcinoma of the 
body of the uterus, an incidence of 13.7 per 
cent. This agrees very closely with the 
figure of 12.1 per cent given by Meigs 
(1929) who found 25 cases with vaginal 
metastases in a series of 206 cases. The 
only other estimate of incidence that I have 
been able to find is that quoted by Hurdon 
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(1942) who states that vaginal metastases 
were present in 3 per cent of cases of 
carcinoma of the uterine body referred to 
the Marie Curie Hospital, and in 50 per cent 
of cases of recurrence following surgery 
sent to the same hospital. 

Age incidence. Twenty-one (84 per cent) 
of Meigs’s cases were between the ages of 
50 and 70. Inmy series 12 (85 per cent) fell 
into this age group. 

Table I shows the age incidence of all 
the cases of carcinoma of the uterus in my 
series. Table I(a) shows the age incidence 


TABLE I 
Age Incidence of Carcinoma of the Body of the 
Uterus. 


0-30 
31-40 
41-50 
51-60 
61-70 
71-80 __.... 
Over 8r ... 


I ( 0.9) 
12 (11.7) 
50 (49.0) 
33 (32.3) 
5 ( 4.9) 
Oo 


TABLE I(a) 
Age Incidence of Cases with Vaginal Metastases 


31-40 
41-50 
51-60 


61-70 


of cases with vaginal metastases. The 
youngest patient with a vaginal metastasis 
was also the youngest patient in the series. 
She was 36 yearsold. The inference is that 
age has no special significance in relation to 
vaginal metastases. 

Site. The site of these deposits is one of 
their most striking features yet it seems to 
have received little attention in the litera- 
ture. Eleven of Meigs’s cases were confined 
to the anterior vaginal wall, 6 were anterior 
and posterior, 3 lateral and 4 posterior. In 
Strachan’s paper the site is not accurately 
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defined in some cases but 3 appeared in the 
lower third of the vagina, 1 in the middle 
third and 1 in the upper third. 

Perhaps I was fortunate in that all my 
cases had small tumours when I saw them 
and had not spread all over the vagina, but 
13 out of the 14 occurred in the same place, 
namely underneath the urethra 1 cm. from 
the introitus. One of these 13 had spread 
to the right lateral wall as well. The r4th 
case occurred on the right lateral wall. 
From case reports in the literature the 
anterior wall is definitely the most common 
one to be involved and the lower third of 
the vagina is the most common third in 
which these metastases are seen. It has 
been said, and in my opinion with complete 
justification, that the finding of an adeno- 
carcinoma in the lower third of the vagina 
is diagnostic of carcinoma-of the uterine 
body. 

Pathology. Meigs found that 24 of his 
cases were adenocarcinomas and one was 
a mixed squamous columnar tumour. In 
most other papers they are usually said to 
be adenocarcinomas. 

Metastases occurring in the 88 cases in 
this series in which vaginal metastases were 
not observed amounted to 22 (25 per cent) 
They were local in 12 cases, lymphatic in 
8 and implants in abdominal scars in 2. 
In the series as a whole 36 cases showed 
metastases (35.3 per cent). In my series 
the histological findings have been most 
striking (Table II). In 22 out of the 102 


Taste IT 
Broders Grading and Tumour Type 


Adenosquamous 


Adenocarcinoma carcinoma 
With With 
vaginal vaginal 
Total metastases Total metastases 
Grade 1 oO oO 
Grade 2 22 I 6 3 
(srade 5 5 4 
Grade 4 12 oO 4 I 
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cases the slides have not been available 
for recent re-study, but none of these 22 
cases had vaginal deposits. Of the remain- 
ing 80 all have been revised; 65 were pure 
adenocarcinomas; 15 were mixed adeno- 
and squamous tumours commonly called 
“‘adenocanthomas,’’ a term which as- 
sumes that squamous metaplasia takes place 
in an adenocarcinoma. This assumption, 
although widespread, appears to have been 
accepted because of a lack of contrary 
evidence rather than the presence of sup- 
porting evidence. These mixed tumours 
occur in the cervix also and their behaviour 
there under the influence of irradiation and 
in regard to metastases strongly supports 
the presence of two distinct tumour strains. 
In the 65 cases of adenocarcinoma there 
were 6 which showed vaginal metastases, 
an incidence of 9.2 per cent. In the 14 
mixed adenosquamous tumours there 
were 8 vaginal metastases, an incidence ot 
53-3 per cent. The only tumours in this 
series which involved the cervix in any way 
were pure adenocarcinomas and in both 
cases there was clinical and _ histological 
evidence to show that the cervix had been 
secondarily involved. 


A curious feature of the histology of the 
mixed tumours was the difference in the 
proportions of squamous and adenomatous 
elements present in the primary and 
secondary growth shown in some cases. In 
case 2 very little squamous carcinoma was 
seen in the vaginal tumour as compared 
with the uterine growth; in cases 3, 5, 8, 
9 and 13 both tumours appeared identical. 
In case 4 the squamous elements in the 
uterine tumour were so small that they 
were Overlooked at the original examina- 
tion. In the vaginal biopsy the tumour 
was a pure squamous carcinoma, but only 
a small fragment was examined. In case 
14 the uterine tumour consisted mostly of 
adenocarcinoma whilst the squamous 
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element predominated in the vaginal 
growth. 

Broders’s grading was applied to these 
cases but appears to have little significance 
as will be seen from Table III. Thus, 
although no vaginal metastases were seen 
in Grade I tumours, only 6.2 per cent of 
Grade IV tumours showed vaginal metas- 
tases as compared with 31 per cent in 
Grade III and 14.2 per cent in Grade II. 

The methods by which these emboli 
reach the vagina have aroused interest and 
controversy in the past and various patho- 
logists have expressed either differing 
opinions or none at all. Willis believes they 
may be either lymphatic or venous but 
seems to favour the lymphatic route. 
Novak does not suggest a mode of origin 
and, indeed, only casually mentions these 
metastases in the chapter on neoplasms of 
the vagina, and not at all in the chapter on 
carcinoma of the body of the uterus, 
whilst Ewing’s chapter on uterine cancer 
deals with carcinoma of the body and 
cervix together in such a manner that it 
it not clear which type of tumour he is 
referring to. 

Clearly three possibilities exist: 

(a) Implantation. 
(b) Lymphatic spread. 
(c) Venous spread. 


Implantation. This theory has had a 
number of adherents, among’ them 
Strachan (1930) and Fairbairn (1930). 
Strachan believes that the position in which 
these metastases are found, namely the 
lower third of the vagina, shows that they 
may be implants, although personally I 
should have thought this to be evidence 
to the contrary. It has been said that 
viable cells are not shed by tumours into 
the vagina but this is incorrect and the chief 
argument against direct implantation is 
surely the rarity of this type of secondary 
in carcinoma of the cervix. I have found 


only 7 such secondaries in 850 cases of 
cervical cancer, an incidence of 0.8 per 
cent. Bonney (1949) is also of the opinion 
that this type of secondary is much more 
infrequently found in cervical carcinoma. 
Willis is of the opinion that “‘ alleged 
instances of implants can easily be dis- 
missed.’’ I have certainly seen no evidence 
to suggest even the remotest possibility of 
direct implantation as a cause of these 
metastases. On the contrary there is very 
considerable evidence to show that direct 
implantation is never a cause of vaginal 
metastases. 


Lymphatic origin. There is far more 
evidence to show that these metastases are 
of lymphatic origin than there is to support 
the theory of implantation. Such an origin 
must be by retrograde lymphatic spread 
but examples of this are not uncommon in 
malignant disease in general. 

In 4 of my 14 cases lymphatic involve- 
ment was seen in addition to metastases 
in the vagina (see Table III). Cullen 
(1922) and Ries (1918) supported the 
theory of lymphatic metastases and the 
latter cut 500 serial sections in one of his 
cases without finding any tumour between 
the primary and the secondary. Since 
most secondary deposits arise from emboli 
whether they are blood or lymph borne this 
finding which I can confirm is not sur- 
prising but it is not evidence either for or 
against a particular route of spread. 

The chief factor against lymphatic spread 
is the rarity of these metastases in car- 
cinoma of the cervix, a disease which is 
notorious for its frequent involvement of 
the lymphatic system. 

In at least 2 of the isolated vaginal 
deposits that I have seen from carcinoma of 
the cervix there was evidence of blood- 
borne metastases as well, and in one of these 
there was no evidence of lymphatic spread. 
Furthermore, Willis has pointed out that 
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blood-borne secondaries may be initiated 
through the lymphatic system, the lumbar 
lymphatics and veins having a fairly free 
inter-communication, and thus it is possible 
for venous involvement to take place 
through the lymphatic system being in- 
volved in the first place, and metastases 
then being passed into the blood stream. 


Venous embolus. The theory of venous 
embolism of carcinoma of the body of the 
uterus to the vagina is not new or original. 
It has been suggested by Meigs, Strachan, 
McLean, Roy, Willis and others, but it has 
been regarded by almost all authors as very 
rare and not worthy of considering as 
seriously as lymphatic metastases. 

I would like to suggest that the venous 
route is worthy of more consideration 
because : 


(a) Vaginal metastases are much rarer 
in cancer of the cervix, a disease in 
which invasion of the lymphatic 


system is common. 

(>) In cases of carcinoma of the body 
of the uterus with vaginal metastases 
other blood-borne deposits are often 
found. 

(c) Other malignant tumours which often 
spread by the blood stream may 
metastasize to the vagina. 


Endometrium can gain entrance to the 
blood stream as has been shown by 
Sampson (1927) who saw endometrium in 
the venous sinuses. 

It would be expected that, if an embolus 
can gain entrance to the veins, blood-borne 
metastases in other parts of the body may 
be found in association with vaginal 
metastases. In 9 cases in which I searched 
for such evidence I found it in 5 cases, the 
metastases being present either in the lungs 
or bones or both together (Table IIT). 

Strachan and Meigs give no evidence that 
they searched for such metastases but, in 
a discussion at the Royal Society of 
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Medicine on Strachan’s paper, McLean 
(1930) quoted a case associated with 
multiple skin metastases and probable 
lung deposits and Roy (1930) mentioned a 
case associated with metastases in the leg 
bones. 

Tumour emboli are sometimes seen in 
veins at the primary site and Spencer 
observed this in one of the cases described 
by him in 1932. Unfortunately the gross 
specimens from all my earlier cases have 
been thrown away so that I was unable to 
conduct an exhaustive search for the 
presence of such emboli, and as will be seen 
from the case descriptions many of the later 
cases were very advanced and no gross 
specimens were obtained. There has been 
a lamentable lack of autopsies in this series. 

Further evidence to support the blood- 
borne theory is forthcoming by analogy 
from tumours other thar. carcinoma of the 
body of the uterus. It is well known that 
metastases of chorio-epithelioma are seen 
at the lower end of the vagina, and it is also 
well known that this tumour is notorious in 
spreading by the blood stream. All 
authorities accept the fact that blood spread 
is responsible for their appearance at the 
lower end of the vagina. Even more con- 
vincing is the presence of vaginal metasta- 
ses from hypernephroma. This tumour- 
like chorio-epithelioma is commonly asso- 
ciated with blood-borne metastases and 
examples are frequentiy seen of hyper- 
nephromas growing into the renal veins. 
On the left side of the body the left ovarian 
vein drains into the left renal vein and of 
course is in direct communication with the 
uterovaginal plexus. 

Martzloff and Manlove (1949), in an 
excellent review of the subject, collected 
from the literature 22 cases of vaginal 
metastases from hypernephromas and 
added one of their own. In 20 cases the 
primary was in the left kidney, in 2 it was 
in the right and in one the side on which 
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the primary was situated was unknown. 
It is not recorded in the 2 cases in which the 
tumour was in the right kidney whether the 
right ovarian vein drained into the right 
renal vein, which in my autopsy experience 
it does in about 2 to 3 per cent of patients. 
In the case recorded by Martzloff and 
Manlove tumour emboli were seen in the 
vaginal veins and the left ovary was also 
involved. I have seen one ovarian metas- 
tasis from hypernephroma. The primary 
and secondary tumours were both on the 
left side, but at death one year after opera- 
tion, no vaginal metastases were evident on 
clinical examination. The majority of the 
recorded vaginal deposits were suburethral 
in the lower third of the vagina and just 
inside the introitus, which is also the com- 
monest site to see isolated metastases from 
tumours of the uterine body. Finally I 
have seen a suburethral vaginal metastasis 
with lung secondaries occur in 1 out of 5 
recent cases of sarcoma of the corpus uteri. 


CLINICAL ASPECTS 

Time of appearance. These isolated 
secondary deposits have been seen after 
treatment of the primary, at the same time 
as the primary has been diagnosed, and 
even before the primary has been obvious. 
In my T4 cases, 9 were present when the 
diagnosis of uterine carcinoma was made, 
} appeared after hysterectomy for the 
primary (12 months, 13 months, 20 
months, and 3 years and 2 months respec- 
tively), and one appeared 21 months before 
the diagnosis of carcinoma of the uterus 
was made. This latter case was thought to 
be a primary vaginal adenocarcinoma ; 
indeed I erroneously described it as such 
in my Blair Bell lecture, since another 
gynaecologist as well as myself curetted this 
woman on 3 occasions with negative 
results. I have met another such case of 
carcinoma of the body of the uterus in 
which I anda colleague curetted the patient 
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4 times in 9 months with negative results. 
Finally I performed a hysterectomy and 
even rough curettage of the removed speci- 
men produced no material, yet on section 
the wall of the uterus was infiltrated almost 
in its whole thickness by adenocarcinoma. 
There was no vaginal metastasis in this 
latter case. 

In Strachan’s 6 cases, 1 showed a 
metastasis when the primary was diag- 
nosed, 4 appeared after treatment of the 
primary, and 1 appeared 8 months before 
the primary became obvious. In this case 
curettage was originally negative and like 
ny case it was treated as a primary vaginal 
adenocarcinoma. Fairbairn has also des- 
cribed a similar case. 


Prognosis. The prognosis of such cases 
must obviously be worse than when no such 
metastases exist. If, as seems likely, these 
metastases arise by blood spread the prog- 
nosis is likely to be very bad, unless the 
metastasis is an isolated one. The fact 
that an isolated metastasis is seen does not 
mean that it cannot have been blood borne, 
but if they are blood borne one would 
hardly expect to find a high survival rate 
among these patients. In actual fact one 
does not find a high survival rate among 
these patients. Spencer described 2 such 
case surviving more than 10 years after 
treatment but these were case reports and 
he does not tell us how many he saw that 
did not survive. 

Three of Strachan’s 6 cases were dead 
when he reported them, 2 had been treated 
less than a year and one was surviving at 
3} years. Meigs reported on 23, and of his 
25 cases (2 were not followed up) 18 were 
dead (78.2 per cent) and 5 were living 
9 years, 5 years, 4} years, 2 years, and 
g months respectively. 

In my series 11 are already dead, one of 
whom survived 5 years and 9 months from 
the treatment of the primary and 4 years 
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and 6 months from the treatment of the 
secondary. One other case (Case 4) may 
have died of intercurrent disease but in the 
absence of autopsy evidence to substantiate 
this she must be assumed to have died of 
cancer. Three are alive, 2 of whom have 
other metastases and thus only 1 may be 
expected to survive a long time. She is 
already surviving hysterectomy by 5 years 
and 9 months, and it is 3 years since her 
vaginal metastasis was treated. Long 
survival in my series then can only be 7.1 
per cent. 

Long survival, as has been mentioned, 
has been described in 2 cases by Spencer, 
1 of Meigs’s cases, and more recently by 
Claye (1945). 


Clinical management. Despite these 
findings I cannot agree that the presence of 
vaginal metastases per se should form a 
direct contra-indication to treatment on the 
assumption that all such cases are hopeless. 
If this attitude is adopted chance of sur- 
vival will be withheld from a few patients. 
There are, however, certain lessons which 
can be learned from this study. 

All cases of carcinoma of the uterus 
with vaginal metastases should have the 
chest and skeleton radiographed. A certain 
number of such metastases will not be 
apparent when the patient is first seen but, 
if they are, the treatment then becomes 
palliative. 

If the metastases appear isolated the 
treatment should be radical, but my 
experience is that surgery if used for the 
vaginal metastasis should not be limited to 
local excision. In most cases the urethra 
must be removed as well and it is probable 
that ureteric transplant with hysterectomy, 
vaginectomy and cystectomy will have to 
be performed. Whether this is worth while 
in patients who are likely to develop other 
metastases such as lung and bone deposits 
is questionable and it is certainly not an 
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operation to be undertaken by those who 
are only occasional radical operators. 

In most patients hysterectomy and 
radium to the metastasis would appear the 
correct line of treatment. It is probable 
that these secondary tumours are fairly 
resistant to the effects of radium but nearly 
all are improved, some for a considerable 
time, and are relieved of distressing urinary 
complications thereby. As a means of 
palliation radium to these tumours is most 
sugcessful. 

The method of application may be either 
by the interstitial method or by the intra- 
cavitary method using the Newcastle 
vaginal applicator. In most cases arising 
after previous adequate surgery the vagina 
is too short to allow the use of an applica- 
ter. The question of whether irradiation 
of the lower third of the vagina should be 
carried out at treatment in those patients 
who do not show vaginal metastases cannot 
be answered at present. I have treated 
patients in this manner but the series is too 
recent to allow of any conclusions. 

Willis (1934) points out that embolus of 
tumour by itself does not necessarily con- 
stitute a metastasis and the fate of the 
embolus is of great importance. In order 
that an embolus may become a metastasis 
it must rupture the vein or lymphatic and 
get an extra-vascular attachment in order 
to attain a connective tissue stroma. If the 
embolus can survive in its new situation 
and gain this attachment it then becomes 
a metastasis, and Willis believes that until 
it does this it may be likened to a tissue 
culture in an artificial medium, and slight 
variations in the medium may determine 
the success or failure of the growth. It 
seems probable, therefore, that some 
emboli may fail to form metastases, and 
perish before they can establish themselves 
in a connective tissue stroma and thus it 
might be possible to influence these emboli 
in a manner favourable to the patient, but 


‘ 
4 
ia 
‘ 
a 


572 
the frequent finding of other remote metas- 
tases makes it questionable whether the 
ultimate prognosis will be improved. 

The finding of an adenocarcinoma of 
the vagina indicates an immediate indica- 
tion for cervical biopsy and curettage. 
Even if curettage is negative hysterectomy 
should be carried out if no other contra- 
indications are present. 

Finally it should be remembered that 
even squamous carcinoma situated in the 
lower vaginal third is an indication for 
uterine exploration. 


SUMMARY 


1. Fourteen cases of discrete secondary 
tumours of the vagina associated with 
primaries in the uterine body are described. 

2. The incidence agrees with that of 
other writers and it is found that these 
tumours are more frequently seen in 
association with corporeal cancer than 
cervical neoplasms. 

3. The method by which they reach the 
vagina is discussed. There is evidence to 
show that they may be lymphatic and 
considerable evidence pointing to their 
having reached the vagina by retrograde 
venous embolism. 

4. Attention is drawn to their predilec- 
tion for the anterior vaginal wall in its 
lower third. 

5. The high incidence of such metastases 
in mixed squamous and adenocarcinomas 
of the uterus is recorded. 

6. The prognosis is poor. 

7. The management of such cases is 


described. 
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ERRORS IN TECHNIQUE AND INTERPRETATION OF HYSTERO- 
SALPINGOGRAPHY AND TUBAL INSUFFLATION 
BY 
MarGaret Moore Wuite, M.D., F.R.C.S., F.R.C.O.G. 


Gynaecologist to Fertility Department, Royal Free Hospital, London 


For the past 13 years, as part of a study 
of sub-fertility, I have performed approxi- 
mately 2,250 salpingograms and 4,500 
utero-tubal insufflations. In the years 
1937 to 1942 I kept my own records and 
statistics were accurate, but subsequently 
the work on sub-fertility has been carried 
out at many different hospitals and clinics, 
and the above figures are approximate and 
based on averages. This experience has 
led me to various conclusions, which may 
be of help to those who have had less 
opportunity to make a special study of this 
branch of gynaecology. 

It is with distressing frequency that cases 
are encountered in which an entirely mis- 
leading statement on the condition of the 
Fallopian tubes has been given, with the 
consequent disappointment to the patient 
when the optimistic prognosis regarding 
the possibility of pregnancy is not borne 
out. 

It cannot be sufficiently stressed that 
omission of detail and care in technique 
may affect the result, and cause a com- 
pletely wrong diagnosis to be made. Every 
factor must be taken into account. There 
should be no hesitation in repeating an 
investigation when the diagnosis is left in 
doubt. 

In the case of non-patency sufficient 
allowance must be made for the possibility 
of spasm. At least 3 tests for patency 
should be done before a final diagnosis of 
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non-patency is made. One of these should 
be in the form of a salpingogram, and one, 
at least, made after the previous adminis- 
tration of an anti-spasmodic drug. 

The accurate interpretation of salpingo- 
grams is not easy and therefore often 
erroneous. In many cases in which the 
interpretation appears _ straightforward 
subsequent clinical records or operative 
findings prove this to have been wrong. 

The interpretation of a film is frequently 
left to a radiologist, who may not even 
have been present at the time the radio- 
gram was taken. Not being supplied with 
the necessary data, he cannot be expected 
to diagnose the state of the Fallopian tubes. 

Many factors require to be taken into 
account when making a diagnosis on the 
state of the Fallopian tubes, a number of 
which are only known to the gynaecologist 
performing the insufflation or introducing 
the opaque medium into the uterus and 
tubes, prior to making the salpingogram. 
Regarding the latter, it would be of great 
help if the gynaecologist made a note on the . 
radiologist’s report form, giving details 
regarding the type and amount of medium 
used, the degree of pressure required to 
introduce the medium, the site of pain, if 
experienced, the escape of medium from 
the cervix during introduction, etc. 

The radiologist’s duty is to state what he 
sees; it is for the gynaecologist to review 
the radiologist’s report in the light of his 
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additional knowledge gained by pelvic 
examination and the condition noted at the 
time of the investigation for tubal patency. 


To illustrate. The radiologist may 
report that both tubes are partially patent, 
and the receiver of the report may form 
the opinion that the tubes are abnormal; 
the fault may, in fact, be no more than 
that insufficient medium has passed along 
the Fallopian tubes, for the reason that 
much of it has escaped from the cervix 
during introduction. 

It is not my intention to occupy space 
recounting the obvious conclusions to be 
drawn from hystero-salpingograms, for 
this has been done many times before. 
Rather would I describe details of technique 
that may safeguard against errors, and 
indicate the manner in which mistakes in 
the interpretation of films and kymographs 
may occur, 


THE TIME IN THE CYCLE FOR THE INVESTI- 
GATION OF TUBAL PATENCY 


Investigation of tubal patency may be 
undertaken at any time during the 
menstrual cycle, except immediately prior 
to or during menstruation. It is wiser to 
restrict the investigation to the pre-ovula- 
tion period if coitus is taking place. It 
has happened that women who menstruate 
irregularly, or who have been X-rayed 
during the second half of their menstrual 
cycle, have been pregnant at the time. No 
disturbance of these pregnancies has 
resulted, but the possibility that in other 
cases an early embedding has_ been 
disturbed cannot be excluded. The radio- 
gram in two early pregnant cases showed 
bilateral cornual occlusion. In the case 
of a woman, who was insufflated when 
about 21 days pregnant, tubal patency 
was demonstrated. Apparent occlusion at 
the cornua is not an accepted finding of 
early pregnancy. Rubin (1928) states that 
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patency to insufflation occurs well into the 
third month. 

In a few instances, when it has been 
impossible for the woman to return later, 
a salpingogram has been taken shortly 
before menstruation, but injection of the 
opaque material has been stopped if great 
pressure was required. When performing 
an insufflation at such a time the mercurial 
pressure has not been allowed to rise 
above 180 mm. There has been no 
fatality or alarming symptoms during these 
13 years. 


Venous intravasation to a greater or 
lesser degree has occurred in quite a 
number of cases, but in no case was there 
any untoward symptom at the time or 
subsequently. Intravasation has not 
occurred at any particular time in the cycle. 
In nearly every case in which intravasation 
has occurred there has been no flow or a 
restricted flow through the tubes, and as a 
result the pressure employed has in some 
cases been more than average. 


OCCURRENCE OF REACTION OR INFECTION 


A number of cases have required 
admission to hospital, or confinement to 
bed, on account of transient reactions or 
more severe infections as a result of the 
tubal investigation. It is difficult to keep 
trace of cases when work is conducted in a 
large clinic at which patients attend from all 
over the country, but, based on figures 
taken from a series of 360 tubal insuffla- 
tions and gt hystero-salpingograms at a 
small and very carefully followed-up 
clinic, infection has occurred in 6 cases 
(1.6 per cent) following the first gas insuf- 
flation, in no case following subsequent 
insufflations, and in 2 cases (2.2 per cent) 
following salpingograms. In these latter 
2 cases an insufflation causing no adverse 
symptoms preceded the salpingogram. In 
5 of the 8 cases showing evidence ef pelvic 
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infection tubal patency was absent. One 
case required operation and_ bilateral 
tuberculous tubes were removed. In the 
remaining 4 cases infection subsided in 2 
weeks following chemotherapy, although 
one was subsequently submitted to opera- 
tion in hope that salpingostomy would 
be feasible. The case was one of non- 
proved tuberculosis. The 3 women, who 
had pelvic infection despite. normal patency 
of the tubes on insufflation, became 
symptom-free after confinement to bed 
and chemotherapy. One woman had only 
mild symptoms, stayed in bed for one 
week and shortly afterwards became preg- 
nant, carrying to term. Two women 
were confined to bed for 2 weeks, and the 
infection resolved. I have reason to 
suspect contamination from faulty cleans- 
ing of instruments. 

The transient reactions that may occur 
after hystero-salpingography possibly 
result from sensitivity to iodine. 


SAFEGUARDING AGAINST INFECTION 

The majority of infectious sequelae 
occur in cases in which either the kymo- 
graph tracing or the salpingogram has 
shown that an abnormal state of the 
Fallopian tubes exists. When insufflating 
it is not possible to know with certainty 
that the function of both tubes is recorded; 
one tube may have been pathologically 
affected, and in this tube disturbance or 
infection may be caused by insufflation. 
Occasionally infection follows when seem- 
ingly no abnormality of the Fallopian 
tubes is depicted. This may be the result 
of faulty cleansing of instruments, upward 
conveyance of infection from the cervix, 
or exacerbation of a latent tubal infection 


which has not resulted in any gross 


disturbance of the radiological picture. 

It is very necessary to check the cleanli- 
ness of the hollow instrument used to 
convey the opaque medium or gas to the 


tubes, especially when the instrument is 
repeatedly required at one session, since 
thorough boiling is not sufficient. The 
nursing staff must ascertain that the 
instrument has been thoroughly washed 
and that all apertures are patent, other- 
wise it is possible to introduce small in- 
infected particles during the investigation. 

When the patient gives a history of 
previous pelvic infection sulphonamides are 
given 3 days prior to and subsequent to the 
investigation. If a muco-purulent dis- 
charge is present the patency test is 
deferred pending treatment. 


Use oF ANAESTHESIA AND ANTISPASMODICS 


Anaesthesia as a rule has not been 
employed during the investigation of 
tubal patency. It has not been found 
necessary. Moreover, anaesthesia masks 
pain which would otherwise be experienced 
on the exertion of too great a pressure, 
with the possible result that gross venous 
intravasation may occur and prove fatal. 

Anaesthesia often eliminates detection of 
the accepted symptom of normal patency 
after gas  insufflation—shoulder pain. 
This sign, however, may be fallacious 
(vide infra). 

Arguments are made that the procedure 
without anaesthesia is disturbing to the 
patient, or that complete relaxation cannot 
be obtained. As regards the former con- 
tention, only one occasion can be recalled 
when an immediate reaction was so severe 
that a patient required to be detained in 
hospital for a night. 

It is not suggested that either insuffla- 
tion or salpingography is devoid of un- 
pleasant effects, but, on consideration, 
these are no more distressing to the patient 
than the apprehension at the thought of an 
investigation requiring hospitalization or 
the discomforts before and after anaes- 
thesia. 
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As regards the claim that anaesthesia 
provides relaxation Sharman (1944) has 
shown that tubal spasm is as likely to 
persist with anaesthesia as without, a fact 
which my own experience has borne out. 

Of recent years it has been the practice to 
administer an antispasmodic before the 
radiological examination, either 50 mg. 
pethidine given half an hour prior to the 
investigation, or, if there is not time for this 
to be effective, tab. glycerylis trinitratis, 
gr. 1/130. If, in the absence of an anti- 
spasmodic, patency was not demonstrated 
on the first occasion, a tablet is given prior 
to the second investigation. Even the 
administration of 50 mg. pethidine and 
ger. 1/130 glycerylis trinitratis may not 
effect relaxation. iis 

Removal of apprehension is the more 
effective relaxer; and deferment of the 
investigation of tubal patency until the 
second or third visit may be desirable. 

As has been reported by Snaith (1947) 
tubal spasm is more resistant to uterine 
insufflation than to the introduction of an 
opaque medium, possibly because the 
latter is warmed. 


TECHNIQUE OF PROCEDURE 


For both insufflation of gas, or the in- 
jection of lipiodol, the patient lies in the 
dorsal position on a couch with the knees 
bent: 

In both procedures, preparatory to 
tubal insufflation or salpingography a 
bivalve speculum is introduced, the cervix 
swabbed with a mild disinfectant and a 
uterine sound passed. It lends ease to the 
procedure if the speculum used is not too 
long. If the sound does not pass easily, a 
volsellum is placed on the cervix to enable 
the uterus to be manipulated so that the 
sound may more easily be passed. But it 
is better if this can be avoided for the pro- 
cedure causes pain and tubal spasm is more 
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likely to result. On the other hand, if the 
injected medium is seen or heard to escape 
from the cervical os, a volsellum is neces- 
sary to maintain firm contact between the 
rubber acorn on the cannula and_ the 
external os. In some cases tubal patency 
can suddenly be achieved by exerting 
traction on one or other cervical lip, thereby 
correcting acute angulation at the utero- 
tubal junction. While introducing the 
medium it is advisable to watch the cervix, 
so that if fluid is seen to escape, and this 
cannot be prevented by exerting traction 
on the volsellum, allowance can be made 
and a further quantity introduced. 


CHOICE OF CANNULA 


I would recommend every gynaecologist 
undertaking investigation of tubal patency 
to possess either a selection of introducers 
or one of an adjustable pattern. Prefer- 
ably I use a cannula with a slight curve to 
the introducing end, a terminal aperture 
and an adjustable rubber acorn. It has 
been found that a watery medium rapidly 
escapes from the hindermost lateral 
apertures of the cannula, especially when 
the cervix is patulous. 

The screw-nozzle type of introducer 
has not been used, for I have encountered 
patients on whom the use of such an 
appliance has caused a cervical tear, 
necessitating in one case hospitalization on 
account of severe haemorrhage. Every 
cannula before use should be tested for 
patency. 


CHOICE OF MEDIUM FOR UTERO- 
SALPINGOGRAPHY 


During the first few years lipiodol alone 
was the medium in use, but of later years 
other preparations of varying viscosity, 
including watery preparations, have been 
used. 
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In those subjects in whom there is reason 
to suspect a previous salpingitis, or in 
whom the kymograph has denoted tubal 
occlusion or stenosis, a watery Opaque 
medium is employed. Owing to the greater 
rapidity of absorption, salpingitis is. less 
likely to follow distension of the tubes, and 
there is not the risk of encapsulation of 
oily particles as Rubin (1947) has demon- 
strated in cases of tubal stenosis. The use 
of oily media is therefore now reserved 
mainly for those cases in which a hystero- 
gram is required, or the cervical os is 
unusually patulous. It is also regarded as 
a therapeutic measure. 

If a heavy or light oily preparation is 
used, the first film is taken after the intro- 
duction of 5 ml. of the medium. While 
the report on the first film is awaited, 
pressure of the cannula is maintained 
against the external os. Should the uterus 
and tubes be well outlined, no further 
medium is introduced, but should filling 


of the tubes be inadequate a further 


quantity is introduced. A second film 
can be taken after 4 to 6 hours, or 24 hours 
later, if preferable to the department and 
patient. 

When a watery medium is used, the first 
film must be taken immediately on injection 
of 5 ml. of fluid, and a second film 
immediately on injection of a further 5 ml., 
otherwise there may be failure to obtain 
a film showing the shape of the uterine 
cavity and the lumen of the tubes. When, 
because of narrowing of the tube lumen, 
only «aces of medium escape into the 
peritoneal cavity, the “‘spill’’ may be 
absorbed before it can be registered on the 
film, anless further films are taken at inter- 
vals of not more than ro to 15 minutes. A 
final further film should be taken 1 hour 
after the initial film. By this time, in a 
normal case, little or no peritoneal smear- 
ing should be depicted owing to rapid 
absorption of the fiuid medium. Should 
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localized smearing exist it is sugges- 
tive of peritoneal adhesions, with poor 
absorption from pockets lined with fibrous 
tissue. 


FAILURE OF THE FALLOPIAN TUBES TO 
SHOW FILLING 


Non-filling of the tubes may be the 
result of organic occlusion, cornual spasm, 
failure to introduce sufficient medium or 
escape during introduction. 

Cornual spasm rarely lasts longer than 
2 or 3 minutes. If, therefore, a firm 
pressure of the cannula against the cervix 
is maintained for that time, subsequent 
films would in several cases show peritoneal 
spill. 

As Miiller (1944) pointed out, tubal 
peristalsis can occur in either direction. 
While the opaque medium is being intro- 
duced peristalsis is most likely to occur in 
the direction towards the patent fimbrial 
ends of the tube. Failure to maintain 
pressure on the os might allow emptying 
of the partly filled tubes via the uterus 
before peristalsis in the outward direction 
took place. 


SCREENING 


Screening has been carried out in only 
a small proportion of cases. In a busy 
X-ray department, time can only with 
difficulty be spared by the radiologist for 
full dark adaptation of the eyes; also, 
when a large number of cases are filmed 
weekly, the repeated exposure of the 
operator to secondary irradiation is inad- 
visable even with the usual protective 
devices. 

The advantage of screening is that the 
amount of medium required to obtain a 
satisfactory salpingogram can be visibly 
gauged. This is of greater importance 
when a heavy oil is used, since the smaller 
the amount injected, provided it is 
adequate, the better for the patient. 
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Otherwise there is little information that 
cannot be conveyed from a study of the 
films. Even a careful radiologist has, 
under the screen, mistaken a calcified 
gland for opaque medium, or venous 
intravasation for peritoneal smearing. 


TUBAL INSUFFLATION 


Type of Insufflator Employed and Method 
of Insufflation 

For many years Rubin’s insufflator was 
the only model in use, but during the last 
few years the Sharman-Bonney* and 
Barton-Wiesnert models have also been 
employed. 

The rate of flow recommended by Rubin 
(1926) is 15 seconds to raise the pressure 
to 100 mm. Hg. With the Rubin apparatus, 
two pulsations of fluid in the syphon meter 
are the equivalent of 60 to 80 ml. of gas. 
When other makes of machines are 
employed, gas should be allowed to flow 
at a similar rate. 

During insufflation it is advisable not to 
raise the gas pressure suddenly or utero- 
tubal spasm may result. An amount of 60 
to 80 ml. of gas is usually sufficient to pro- 
duce a pneumo-peritoneum and induce 
shoulder pain. A pneumo-peritoneum is 
not obtained if too little is passed; it is 
usually found that more than 80 ml. is 
required for an obese patient. Shoulder 
pain is often not experienced when anaes- 
thesia has been given, for absorption of 
gas takes place before the patient has 
recovered consciousness. 


FALSE INTERPRETATION OF TUBAL PATENCY 


Intestinal borborygmi may be mistaken 
for gas bubbling through a_ patent 
tube. This may easily happen when an 
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assistant who is not acquainted with the 
normal sound listens with stethoscope 
applied to the abdomen. 

Gas may pass into a hydrosalpinx or 
terminally occluded tube and not into the 
peritoneal cavity. 

Small escapes of gas from the external 
os may occur. The operator may fail to 
pass on this information to the listener, 
who hears a sound transmitted to the 
abdomen similar to that emitted when gas 
passes through the tube. 

It is preferable for the operator to apply 
the stethoscope to the abdomen himself, 
since he is in a better position to, correlate 
alterations in the pressure he maintains on 
the cannula, with fluctuations on the chart. 


THE INTERPRETATION OF THE KYMOGRAPH 
TRACING 


When studying the kymograph tracing, 
it should be borne in mind that the excur- 
sions of the pointer on the apparatus, 
which denote changes in mercurial pres- 
sure, represent the peristaltic movements 
ot the Fallopian tubes. These are usually 
in the range of 60 to 80 mm. Hg, but good 
excursions may be obtained at a low 
pressure of 40 mm. or at a high pressure 
of 120 mm., and yet be compatible with 
normal function of the tubes as evinced by 
the salpingogram and subsequent history. 

Should the Fallopian tube be thickened 
and possessed of a narrow lumen, the 
indicator will rise to a high pressure, and 
gas will be heard escaping in a continuous 
stream. This pressure may be maintained, 
or the needle may gradually fall. The tube 
in such cases is acting as a rigid conductor, 
a condition that results from tubal inflam- 
mation. Once structural changes in the 
tube have occurred a poor prognosis must 
be given. 

A Fallopian tube that is not stenosed, 
but is ineapable of peristalsis owing 
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to adhesions to surrounding parts, is 
patent at normal pressure, but no excur- 
sions of the pointer are registered on the 
kymograph. A more hopeful prognosis 
can be given, as improvement may follow 
repeated insufflation, short-wave therapy 
or operation. In conformity with Sharman 
(1944) I have not found any marked varia- 
tion in the kymographs of patients with 
normal patency who, during their follow- 
up, have been insufflated on several 
occasions at different times in their men- 
strual cycles. 

Poor excursions on the kymograph, 
obtained at normal pressure, suggest a 
flabby Fallopian tube with patent but 
dilated fimbrial end. The salpingogram 
in such a case denotes well-filled tubes, 
dilated in their outer half. Peritoneal 
smearing is poor, considering the amount 
of opaque medium in the tubes. I have 
known an ectopic pregnancy occur when 
such a tubal state has been displayed. 

Miller (1945) states that a normal kymo- 
graph tracing may be obtained in the case 
of gas entering a hydrosalpinx, and Moore 
White (1951) has drawn attention to the 
fact that this may also obtain in the absence 
of a hydrosalpinx, when the fimbrial end 
of the Fallopian tube is closed by adhesions. 

A careful pelvic examination prior to 
insufflation should reveal the existence of 
a hydrosalpinx, but a non-patent tube that 
only distends as gas is introduced cannot 
be diagnosed. 

Occasionally in these cases a hollow 
sound is heard on auscultation, an unusual 
kymograph tracing is obtained, or pain in 
the side experienced, by which signs the 
existence of this phenomenon may be 
suggested. Pelvic examination immedi- 
ately after the withdrawal of the speculum 
may elicit a distended tube. 

Shoulder pain may be present even when 
the Fallopian tube is closed. The symptom 
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is analogous to that pertaining in ectopic 
gestation, when, in the absence of escape 
of blood into the peritoneal cavity, shoulder 
pain is experienced. 

If every woman whose investigation 
appeared satisfactory, yet who failed to 
conceive, was subsequently subjected to a 
salpingogram, many undetected cases of 
tubal occlusion would be brought to light. 


RADIOLOGICAL MISINTERPRETATIONS 


Errors in Interpretation of the Hystero- 
gram 


A faulty assessment of size of the uterus 
is possible if allowance is not made for 
differences in radiological technique, or for 
the thickness of the uterine walls. The 
latter factor can only be assessed by 
correlating the size of the uterus determined 
on pelvic examination with the size of the 
cavity as it appears in the radiogram 
(Fig. 1). 

The position of the uterus, as shown in 
the radiogram, does not necessarily depict 
the true position in the pelvis, for this 
may be altered by traction on the volsella. 
It may, however, denote displacement by 
a pelvic mass. 

Irregularity of uterine contour may lead 
to a diagnosis of fibromata or bicornuate 
uterus, although the conditions are some- 
times simulated by irregular uterine con- 
tractions. Further films would either 
confirm or refute the diagnosis. 


A persistent fluffiness or irregularity of 
the uterine cavity may denote retained 
products of conception, tuberculous endo- 
metritis (Fig. 2), fibromyomata or malig- 
nant neoplasm, yet the interpreter often 
fails to make the necessary observations or 
investigate further. 

A filling defect may be indicative of an 
air-bubble (Fig. 3). Such a defect may 
also be caused by an early pregnancy or an 
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intra-uterine polyp (Fig. 4). A filling defect 
due to an air-bubble is non-persistent but 
one due to a polyp is present in subsequent 
films. 


Omissions and Errors in the Interpretation 
of Tubal States 


An erroneous diagnosis of cornual 
occlusion may be made if pressure of the 
cannula against the cervix is not main- 
tained for at least 2 minutes after intro- 
duction of the medium, if taking of a second 
film is omitted, or if, in face of a negative 
result, the investigation is not repeated 
or a further occasion (Figs. 5 and 6). 

Partial filling of the Fallopian tubes is 
only of significance if the operator knows 
that a sufficient quantity of medium has 
been introduced into the uterus, that it has 
been sufficiently warmed to enable an easy 
flow, and that none has escaped back 
through the cervix during introduction. 
Large distensible tubes or a hydrosalpinx 
may be missed if an insufficient amount of 
oil is injected (Fig. 7). 

The length and calibre of the Fallopian 
tubes, tortuosity, kinking, irregularity of 
filling, are conditions that should be 
observed and correlated with the history, 
clinical findings and kymograph. 

Long tubes may be associated with other 
stigmata of hypoplasia. A filiform ap- 
pearance of the tube in association with a 
kymograph tracing, obtained at high 
pressure, showing no fluctuations, denotes 
tubal stenosis. The significance of such a 
state is stressed by Bonnet (1947) who has 
rightly pointed out that an ovum of a dia- 
meter of 2002 cannot pass along a tube with 
a lumen of 50 to 150z. 

Irregularity and beading (Fig. 8) are 
diagnostic of an abnormal condition of the 
tubal endothelium. Beading may obtain 


in the presence of tuberculosis or adeno- 
myosis, 


Tortuosity (Fig. 9) suggests the exis- 
tence of external adhesions, while kinking 
suggests adhesions between adjacent 
portions of the tube. Confirmation of the 
diagnosis may be made if the kymograph 
tracing also registers departures from the 
normal. There is a prevalent idea that, 
if the Fallopian tubes are patent, preg- 
nancy can follow. Pregnancy rarely 
occurs when the tube is narrowed or when 
the endothelial lining is damaged. 

The tube does not only function as a con- 
ductor. 


Misinterpretation of Pelvic Smearing 

A diagnosis of pelvic “ spill’’ may be 
made when in reality the opaque medium 
is still in the tube. This is more likely to 
occur when a large distensible tube exists 
and an insufficient amount of medium has 
been injected to give a clear outline. 

Localization of ‘‘spill’’ denotes peri- 
tubal adhesions (Fig. 10). Venous intra- 
vasation (Fig. 11) or calcification of a 
gland may be mistaken for peritoneal 
smearing. 

A residue of oily medium in the vaginal 
vault in the 24-hour film has been mistaken 
for oil in the pelvis. In the initial film the 
knees are usually bent and the vaginal 
vault therefore appears at a different level 
compared with landmarks in the first film 
if, in the second film, the knees are straight. 

Traces of nen-absorbable medium in the 
tube or pelvis from a previous X-ray may 
mislead (Fig. 2) but careful examination 
will reveal the different densities of the 
fresh and old media. Preliminary X-ray 
in every case in which a previous salpingo- 
gram has been taken would obviate this 
possible cause of error. 

When a watery opaque preparation is 
employed, rapid excretion via the bladder 
takes place. Concentration of the medium 
as it enters the bladder gives rise to what 
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Fic. 1 


Infantile uterus of bicornuate appearance reported. Large uterus, non- 
bicornuate, found at operation 
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Non-patency of right tube and right cornual defect. Residual opaque 
medium in right pelvis from X-ray 2 years previously. Tuber ulous disease 
present. 
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Fic. 3 
Air bubble, not present in second X-ray. 


Fic. 4 


Polyp. Filling defect present 6 months later. 
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FIG. 5 


Immediate film Apparent cornual occlusion 


case 24 hours later, showing peritoneal smearing, evidence that 
cornual spasm released during the 3 minutes that the cannula was held 
to cervix after introduction of lipiodol. 
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FIG. 7 
Salpingogram, 5 ml. of heavy oil used; 24-hour film inconclusive. Tubes 
occluded on insufflation. Dotted lines indicate outline of the fimbrial 
ends after repeat salpingogram using 20 ml. watery medium. 
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Beaded tubes typical of tuberculosis. 
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Fic. 9 
Tortuous tubes History of appendix peritonitis, = 
4 
Fic. 10 i 
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Twenty-four hours later. No peritoneal smearing, Peritubal adhesions. 
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Venous intravasation. Not to be mistaken for peritoneal smearing. 


Fic. 12 
Bilateral hydrosalpinx depicted by watery opaque medium. Note con- 
centration of medium on both sides at site of entry of ureters into bladder 
during excretion, via the bladder. Not to be mistaken for peritoneal 
smearing. 
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TECHNIQUE AND INTERPRETATION OF HYSTERO-SALPINGOGRAPHY 


may be a misleading shadow, well illus- 
trated in Fig. 12 (a case of bilateral hydro- 
salpinx). 

Despite care in investigation and caution 
in giving a diagnosis, the 2 cases illustrated 
below will demonstrate either the fallacious- 
ness of the tests or the amazing recuperative 
powers of nature. 


CASE I. 
oleosal pinx 


The salpingogram denoted bilateral 
great distension of tubes. 
Traces of residual oil were present at the ends of 


with 
the tubes one year later. Nine years later the 
patient had an ectopic gestation and died of 
miliary tuberculosis. 

Postmortem. There was a left tuberculous pyo- 
salpinx, a ruptured right tube and such tissue 
necrosis and haemorrhage that the state of this 
could One can only 
conclude that there was direct communication 


tube not be ascertained. 
between the right ovary and tube as a result of 
tuberculous ulceration, and that thereby concep- 
tion was possible. 

Case 2. Four tubal insufflations and a sal- 
pingogram (on 2 occasions after administration of 
an antispasmodic) failed to show filling of either 
tube. 

The woman, aged 36, had 4 years previously 
aborted at 4% months from a Brucella abortus 
infection, She was hospitalized for 6 weeks with 
a uterine infection and haemorrhage. Adoption 
was recommended. Two years later she reported 
the birth of a daughter. 


These 2 cases provide an illustration of 
how guarded must be the prognosis regard- 
ing the possibility of pregnancy, even in 
apparently hopeless cases. 


SUMMARY 


From an experience of over 6,750 cases 
submitted to tubal insufflation or hystero- 
salpingogram the following possible errors 
of technique and errors in interpretations of 
kymograph tracings and hystero-salpingo- 
grams have come to my notice. 
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Errors in Technique 

(1) Omission to take a preliminary X-ray 
of the pelvis. If not performed as a rou- 
tine, it should at least be done if the patient 
has had a salpingogram taken previously. 


(2) Failure to test for patency of the 
cannula prior to use. 

(3) Failure to use a cannula suitable for 
every case. 

(4) To omit to warm the opaque medium 
introduced. If a heavy oil is used, warm- 
ing renders it more penetrable. A warm 
medium is less likely to provoke cornual 
spasm. 

(5) When marked angulation of the body 
on the cervix exists, failure to alter the 
position of the uterus and thereby the tubes, 
by affixing volsella to the cervix, may 
prevent entry of carbon-dioxide or fluid 
into otherwise penetrable tubes. 


(6) The opaque medium introduced into 
the uterus should not be allowed to escape 
from the cervix for 2 to 3 minutes after the 
radiogram has been taken, in order to 
allow time for cornual spasm to relax and 
permit passage of the medium into the 
Fallopian tubes. 

(7) Great pressure should not be 
exerted on the barrel of the syringe used 
to introduce opaque medium into the 
uterus, unless controlled by radiographic 
screening, or gross venous intravasation 
may occur. 

(8) To use an oily preparation when 
making a salpingogram if there is reason to 
suspect previous infection, or the kymo- 
graph tracing has denoted tubal stenosis. 

(9) To inject an insufficient amount of 
medium. 

(10) To take an insufficient number of 
films. 


(11) To fail to take a second salpingo- 
gram if the diagnosis is in doubt. 
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Errors in Interpretation 
(1) Of Tubal Insufflation 


(a) To mistake intestinal borborygmi 
for the escape of the insufflated gas from 
the fimbrial end of the tube, an easy 
mistake if auscultation is made momen- 
tarily only. 

(b) To mistake the sound of gas bubbling 
through a hydrosalpinx or into a Fallopian 
tube occluded fimbrially by adhesions for 
escape into the peritoneal ‘cavity. 

(c) To mistake the sound of small 
escapes of gas from the cervix for gas 
escaping from the tubes, a mistake that can 
be avoided it the person holding the can- 
nula in the cervix also. auscultates the 
abdomen. 


(2) Of the Kymograph Fracing 

(a) To omit to discount the possibility 
of spasm. 

(6) Failure to consider the significance 
of variations from the normal kymograph 
tracings; absence of fluctuations at raised 
pressure or at normal pressure; or poor 
fluctuations. 


(3) Of the Hystero-salpingogram 

(a) Wrong assessment of the size of the 
uterus by failure to realize that the hystero- 
gram depicts only the cavity of the uterus, 
a measurement which bears no relation to 
the thickness of the uterine walls. 

(b) Omission of details regarding 
irregularity of contour of the uterine cavity. 

(c) To make a diagnosis on the state of 
the tubes from the salpingogram alone, 
thereby failing to correlate with the clinical 
findings or kymographic tracing. 

(d) Omission of details regarding length, 

‘alibre, tortuosity, irregular filling, etc. 
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(e) To mistake opaque medium still 
present in the tubes for peritoneal spill. 

(f) To miss the significance of localiza- 
tion of peritoneal spill—peritoneal pockets. 

(g) To mistake other pelvic shadows, 
calcified gland, residue in the vagina, etc., 
for peritoneal spill, an error which can be 
obviated by taking preliminary X-ray, and 
by a comparative study of the films. 


I am grateful to the radiologists and 
radiographers who have co-operated with 
me in the taking of salpingograms at the 
hospitals to which I am attached, to Dr. 
Douglas Andrew for many films he has 
taken for me, to Miss G. Dearnley with 
whom I have been associated for many 
years in the Fertility Department of the 
Royal Free Hospital, to the Photographic 
Department there for their willing help, and 
to the Fertility Registrar, Dr. Pollock, at 
the Royal Free Hospital, who has assisted 
me to collect cases. 

Finally I wish to express my thanks to 
Professor Chassar Moir of the Radcliffe 
Infirmary, Oxford, for helpful advice and 
criticism. 
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ABDOMINAL COLPORRHAPHY FOR VAULT PROLAPSE AND 
CYSTOCELE 


BY 


DouG Las Mac.eop, M.S., F.R.C.P., F.R.C.S., F.R.C.O.G. 
St. Mary’s Hospital, London | 


THE Ward-Mayo technique of vaginal 
hysterectomy with colporrhaphy has 
become the operation of choice in cases 
where severe prolapse is associated with 
any condition of the uterus that calls for 
the removal of that organ. There are, 


however, many occasions when vaginal 
hysterectomy is impossible, either because 
the uterus itself is too large or because of 
obstruction from some other organic con- 
dition in the pelvis, and in these cases it is 
usual to perform a total hysterectomy by 


the abdominal route and to deal with the 
vault prolapse by a separate vaginal opera- 
tion. 

In order to overcome the need for this 
double procedure, some surgeons attempt 
to reduce the prolapse per abdomen by 
suturing the round ligaments to the cut ends 
of the vagina, and recently operations have 
been described by Shaw (1948) in America 
and by Arthure (1949) in this country, in 
which fascial slings are manufactured from 
the abdominal parietes and used for the 
same purpose (Fig. 1). 

Although it is too early to judge whether 
these methods will prove successful in the 
long run, there seems to be a considerable 
risk that structures of this nature will tend 
to stretch as time passes and so fail in their 
intended function, that of adequate vaginal 
support. 

As a means of overcoming these objec- 
tions, it is suggested that the operation of 
abdominal colporrhaphy following hyster- 


ectomy offers a greater chance of lasting 
success by incorporating the well-tried 
general principles of vaginal repair in an 
operation performed through the abdo- 
minal approach, 


ANATOMY 

In this operation it is important to 
consider in detail the attachments and rela- 
tions of the so-called ‘‘ pubo-cervical 
fascial sheet’’ which lies between the 
anterior vaginal wall and the bladder, 
which it supports. From a study of speci- 
mens of uterus and vagina removed by 
Wertheim’s operation, it will be seen that 
the lateral cervical ligament of Mackenrodt 
(cardinal) is attached in a. fan-shaped 
manner to the whole length of the lateral 
vaginal border including the vaginal vault. 
Only toa small extent are its uppermost 
fibres attached to the supra-vaginal cervix, 
and for this reason the writer prefers to 
regard this ligament as essentially a lateral 
vaginal ligament. 

It will be seen, too, that the pubo- 
cervical fascia, when stripped from the 
vagina and traced laterally, is continuous 
with the cardinal ligament (Fig. 2). In fact, 
the cardinal ligament may be said to divide 
into two main portions on approaching the 
vagina, a greater portion obtaining a firm 
attachment to the vaginal border, and a 
lesser, passing in front of the vagina to meet 
its fellow of the opposite side. The pubo- 
cervical fascia so formed is attached above 
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Fic. 1 
Arthuve’s Vault Suspension Operation: Passing the sling through the internal abdominal 
ring and layers of the broad ligament. (Author's technique.) 


FIG. IA 
Vault Suspension Operation: Peritonizing the pelvic floor 
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Diagram of Specimen Removed by Wertheim 
Hysterectomy 


Pubo-cervical fascia has been reflected off the 
vagina to show its relation to the cardinal ligament. 


to the uterus and below to the pubic bones. 
It follows from this that any operation 
designed to shorten the pubo-cervical fascia 
in a transverse direction will naturally 
draw up, and so tighten, the cardinal liga- 
ments. 


THE OPERATION 

The operation of total hysterectomy is 
begun in the usual way, but the bladder is 
reflected from the vagina to a further 
extent than usual, and, in cases where 
cystocele is present, to within an inch of 
the vaginal orifice. After removing the 
uterus, vessels are tied and the vaginal 
angles closed. 

In cases where only a minor degree of 
vault prolapse exists it will be sufficient to 
take a tuck in the pubo-cervical fascia. As 
shown in the diagram (Fig. 3) the fascia 


Pleating the pubo-cervical fascia 
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is picked up just below the cut edge of the 
vagina and near to its lateral border. 
No. 1 hardened catgut is used, but care is 
taken to see that the suture does not pass 
through the vaginal epithelium. On tying 
this suture, the fascia becomes pleated and 
the cardinal ligaments approximated. The 
vaginal opening will now be more in the 
saggital than in the horizontal plane. 

In most cases, especially where cysto- 
cele or marked laxity of the vaginal wall 
is present, it will be necessary to remove a 
segment of the anterior vaginal wall with 
its overlying fascia (Fig. 4). The vaginal 
edge is steadied with foreeps applied to 
the lateral extremities, and a triangular- 
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shaped segment removed, having its base 
uppermost and its apex as low down the 
vagina as the extent of the prolapse 
demands and the safety of the bladder 
permits. Bleeding points are secured with 
the diathermy, and the vaginal edges are 
then approximated with continuous or 
interrupted sutures (Fig. 5). 

The operation is thus exactly compar- 
able with that of anterior colporrhaphy as 
usually performed by the vaginal route. 


RESULTS 
Only a few cases have been treated by 
this operation in the past 2 years, but up 
to the time of writing the results appear to 


I'riangular-shaped segment excised from anterior vaginal wall 
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Fic. 5 
Completion of abdominal colporrhaphy 


be excellent from the patient’s as well as the My thanks are due to my wife for the 
surgeon’s standpoint. As the principles diagrams. 

of the repair in this operation are funda- 
mentally the same as those so well 
established in the vaginal operation for 
prolapse, the writer is encouraged in the 
belief that the ultimate results will prove 
as satisfactory as the immediate. Shaw, H. N. (1948): West. J. Surg., 56, 127. 
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DURING the course of investigations on the 
effect of oestrogenic hormones on_ the 
reticulo-endothelial system it was observed 
that there was often a marked prolifera- 
tion of the mesothelium of the peritoneum 
in the hormone-treated animals. The 
purpose of the present investigation is to 
record the results of varying doses of the 
different oestrogenic hormones on_ the 
mesothelium of the peritoneum. 


MATERIALS AND METHODS 

The effect of varying doses (0.1I-5 mg. 
daily for 6 days) of natural and synthetic 
oestrogens | oestradiol benzoate, oestrone, 
stilboestrol, stilboestrol dipropionate, 
D).B.E. (22-di(p-ethoxyphenyl)-@ phenyl- 
bromo-ethylene), and dienoestrol, given 
intramuscularly or by mouth] on the 
inesothelial cells of the peritoneum covering 
the spleen, liver, and uterine horns was 
studied histologically in 79 double ovariec- 
tomized sexually mature virgin guinea- 
pigs, which also received injections of 
trypan-blue subcutaneously. The strength 
of trypan-blue used was a I per cent 
solution in distilled water and the dosage 
of each injection was calculated on the basis 
of 0.8 ml. of the solution per 100 g. body 
weight. Six animals were used as controls 
and for 6 days received one daily injection 
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of trypan-blue subcutaneously at 5 p.m. 
The remainder of the animals were divided 
into 6 groups, each of which received for 
6 days a different daily dose of oestrogen 
at 12 noon and also one subcutaneous 
injection of trypan-blue at 5 p.m. The 
animals were killed by chloroform on the 
day following the last injection and to 
ensure reliable comparison this date was 
arranged to correspond with the 15th day 
of the oestrous cycle had the ovaries been 
present. 

Specimens of spleen, liver and uterine 
horns were fixed in Heidenhain’s “‘ Susa ’’ 
fluid. Sections were cut at Io microns 
thick and stained with dilute carbol-fuchsin 
or weak eosin. 


RESULTS 

In the hormone-treated animals the 
mesothelium of the peritoneum over the 
spleen, liver and uterine horns showed 
marked proliferation and a varying amount 
of intravitam staining. The vital staining 
always occurred in the peritoneal meso- 
thelium covering the spleen, but was less in 
amount over the liver and uterine horns. 
These results were absent in the control 
animals. The contrast between the results 
in the oestrogen-treated animals and the 
control animals was most marked in those 
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Photomicrograph of section of spleen of control animal 
which received 6 doses of 5.1 ml, trypan-blue subcu- 
taneously. The mesothelial cells of the peritoneal 
covering are flattened, small in size and free of dye 
granules. Stained carbol-fuchsin. x 540 


FIG. 2 


Photomicrograph of section of spleen of guinea-pig which 
received 6 doses of 6.6 ml, trypan-blue subcutaneously 
intramuscu- 


and 6 doses of 1.0 mg. oestradiol benzoate 

larly. Shows enlarged mesothelial cells containing dye 
granules and free dye-bearing cells in peritoneal cavity. 
The dye granules appear black in the photomicrograph. 
Staimed weak eosin. x 540 
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Photomicrograph of section of liver of control 
animal which received 6 doses of 5.1 ml. trypan 
blue subcutaneously. Mesothelial cells of  peri- 
toneal covering are flattened, small in size and free 
of dye granule Stained weak eosin x 540 
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Photomicrograph of section of liver of guinea-pig 

which received 6 doses of 6.6 ml. trypan-blue sub 

cutaneously and 6 doses of 1.0 mg. oestradiol 

benzoate intramuscularly. Shows enlarged pro- 

liferating mesothelial cells containing dye granules 
Stained weak eosin. x 540 
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Photomicrograph of section of uterine horn of control 
inimal which received 6 doses of 5.1 ml. trypan-blue 
subcutaneously Mesothelial cells of peritoneal 
covering are flattened, small in size and free of dye 
granules. Stained carbol-fuchsin. x 540 


Photomicrograph of sectton of uterine horn of guinea-pig which 

received 6 doses of 5.9 ml, trypan-blue subcutaneously and 6 

doses of 1.0 mg. oestradiol benzoate intramuscularly. Shows 

enlarged proliferating mesothelial cells containing dye granules. 
Stained carbol-fuchsin. x 540 
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EFFECT OF OESTROGENIC HORMONES ON 


which received oestradiol benzoate, stil- 
boestrol or stilboestrol dipropionate. 

The amount of intravitam staining 
varied irregularly with the type and dose 
of the oestrogen but was most abundant 
after injections of oestradiol benzoate. 
Under the influence of the oestrogens the 
iesothelial cells increase in size, take up 
the dye, and some appear to become 
detached, forming groups of free rounded 
dye-bearing cells in the peritoneal cavity 
(Fig. 2). The change from the flattened 
mesothelium in the control animals (Figs. 
1, 3 and 5) to the enlarged dye-bearing cells 
in the oestrogen-treated animals (Figs. 2, 
4 and 6) is striking. The dye granules are 
always minute and the vital staining is 
especially characteristic over the spleen. 
Each cell contains a cup-shaped mass of 
minute granules in the infranuclear zone 
and in the well-stained animals this fills the 
entire portion of the cell between the 
nucleus and the basement membrane and 
the cell body is increased considerably in 
size (Fig. 2). 


DISCUSSION 

Pappenheim and Fukuschi (1914) and 
others stated that the mesothelial cells of 
the peritoneum are not vitally stainable 
and do not contribute to the free cells of the 
peritoneal exudate. Later workers, 
however (Evans, 1915; Cunningham, 
1922a ; and Cappell, 1930), showed that the 
peritoneal mesothelium is capable of taking 
up dye granules. 

Cunningham (1921, 1922b) recorded 
that, in cats injected with trypan-blue and 
in which the splenic mesothelial cells had 
been irritated, the trypan-blue granules 
tended to collect in the infranuclear zone 
of the cell together with many highly refrac- 
tive droplets which were developed during 
the process of irritation. Further, he found 
that in experimental hydraemia in cats the 
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fluid always collected in the infranuclear 
zone of the mesothelial cells, and in normal 
cats after intravitam staining dye was 
found in the same situation in the cells. 
This is in agreement with the above results. 

Lipschutz and Vargas (1941) observed 
proliferation of the peritoneal mesothelium 
in guinea-pigs under prolonged administra- 
tion of oestrogens without vital dye treat- 
ment. 

The present investigations show that the 
mesothelial cells of the peritoneum, especi- 
ally those covering the spleen, become 
activated, hypertrophy, and phagocytose 
trypan-blue granules under the influence 
of oestrogenic treatment, the effect being 
most pronounced after injections of 
oestradiol benzoate. 

The reaction of the mesothelial cells of 
the peritoneum to intravitam staining 
under the influence of oestrogenic hor- 
mones raises the question whether or not 
these cells belong to the reticulo-endothelial 
system. It can at least be said that the 
large amount of work carried out on the 
nature and significance of vital staining 
suggests a definite relationship between all 
the cells which manifest a reaction to these 
dyes in the same manner and to the same 
degree (Woollard, 1927; Jaffé, 1938). 

The present results, together with the 
known fibromatogenic action of prolonged 
doses of oestrogens and the known genetic 
relations between macrophages and fibro- 
blasts (Maximow and Bloom, 1942), sug- 
gest that the mesothelial cells play a part 
in the formation of the abdominal sub- 
serous genital and extragenital fibrous 
tumours which can be induced experi- 
mentally in guinea-pigs under continuous 
and prolonged administration of oestrogens 
(Lipschutz and Vargas, 1941), and in the 
disseminated peritoneal fibrosis which can 
be elicited in the guinea-pig under similar 
treatment (Vargas, 1942). 
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SUMMARY 

Observations on the effect of various 
oestrogens on the mesothelial cells of the 
peritoneum are recorded in 79 double 
ovariectomized guinea-pigs vitally stained 
with trypan-blue. 

The results indicate that under the 
influence of oestrogens the mesothelial cells 
of the peritoneum, especially over the 
spleen, show marked hypertrophy and 
phagocytose trypan-blue granules. The 
effect was most marked after oestradiol 
benzoate or stilboestrol or stilboestrol 
dipropionate. 

It is suggested that the peritoneal 
mesothelium plays a part in the formation 
of abdominal subserous genital and extra- 
venital fibrous tumours. 


In these investigations we gratefully 
acknowledge assistance from the Central 
University of 


Research Fund of the 
London. 
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RADIOLOGICAL PELVIMETRY,AND THE SPECIALIST 
OBSTETRICIAN 
BY 


W. HawxswortH, O.B.E., M.B., F.R.C.S., M.R.C.O.G. 


Deputy Director, Area Department of Obstetrics and Gynaecology 
Radcliffe Infirmary, Oxford 


AND 
E. P. ALLEN, M.B., M.R.C.P.E., F.F.R. 
Chesler Beatly Travelling Scholar in Radivlogy, University of London 
Radiologist, New Plymouth Hospital, New Zealand 


IN our previous paper (Hawksworth and 
Allen, 1951) we suggested that radiological 
pelvimetry had two spheres of application, 
one for the general practitioner and one for 
the specialist obstetrician. We first dis- 
cussed the place of the examination in the 
obstetrical work of the general practitioner. 
We have now to examine its value to the 
specialist obstetrician. 

It was our original intention to base an 
article on the radiological and clinical 
analysis of a series of cases from New Zea- 
land but when the case records were studied 
in the Area Department of Obstetrics at 
Oxford, it soon became apparent that, for 
reasons given in our previous paper, the 
differences of opinion on a number of points 
which hadarisen during preliminary discus- 
sions could not be resolved by any analysis 
of the data available in the New Zealand 
series. The ideal solution that a further 
series should be investigated in the Oxford 
Department was impossible owing to the 
limited time one of us had available to 
spend in England, A compromise plan was 
therefore accepted. Sufficient time was 
spent in the Department for a radiographer 
to become acquainted with the technique 
used by one of us (E. P. A.), and for a 
discussion and consideration of problem 
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cases, to acquaint each of us with the 
ideas and practice of the other. Forty- 
five selected cases were then studied radio- 
logically, all of which had been delivered in 
the Oxford Department and in all of which 
dystocia due to disproportion had either 
occurred or been considered likely to 


occur in the final antenatal assessment of: 


thecase. These patients were recalled and 
sufficient further films obtained to allow 
full radiological pelvimetry to be done 
according to the methods used by the radio- 
logical author (Allen, 1947). 

An opinion on the pelvis was committed 
to writing before the clinical notes were 
reviewed. This procedure provided a 
more stringent test than would occur in 
practice, because, the foetal head not being 
present postnatally, radiological opinion 
had to be based on the size and shape of the 
maternal pelvis alone. The series was 
recognized to be small, but it was selected, 
and it was believed that a critical review 
would allow us to settle our own differences. 

The full Oxford series is presented in 
tabular form (see Table I). The cases have 
been divided for convenience into several 
groups according to the prognosis offered 
on our radiological criteria. Figures allow- 
ing assessment by other criteria are included 

[Continued on page 596 
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in the table, but were not taken into con- 
sideration in giving the prognosis, or in 
allocating cases to particular groups. We 
sought in the first instance to decide 
whether labour was likely to be ‘‘ normal ”’ 
or otherwise, normal being defined, as pre- 
viously, as spontaneous vaginal delivery 
without assistance within 24 hours. Cases 
thought likely to be abnormal were further 
assessed and an opinion offered as to 
whether vaginal delivery was possible with 
assistance or not at all: if it was thought 
possible, an opinion was given as to the 
level and type of disproportion likely to be 
encountered. The methods of interpreta- 
tion reviewed were those suggested by 
Moir (1946), Morris (1947), and Guerriero, 
Arnell and Irwin (1940). For want of space 
we have not presented the detailed radio- 
logical reports, but have indicated only 
the final opinion under 4 headings: 


t. ‘‘N’’--normal vaginal delivery 
likely, any reservations being minor. 


2. ‘‘ Ab. Vag.’’—vaginal delivery pos- 
sible, but will be abnormal. 

3. ‘* Trial’’—borderline cases, vaginal 
delivery problematical, trial of labour 
justified. 

}. ‘‘ Section '’—vaginal delivery impos- 
sible, elective section recommended. 

The first group in the Oxford series con- 

sists of 11 cases of isolated inlet contraction, 
of which 10 were flat pelves and 1 generally 
contracted. Normal labour was not pre- 
dicted in any case in this group, but it did 
occur in 2 cases. In 10 cases abnormal 
vaginal delivery was predicted. Spon- 
taneous delivery occurred in 6 of these 
cases, though in 4 it required over 24 hours. 
In 4 cases, section was required after 
failure of trial labour, the reasons being 
foetal distress following rupture of the 
membranes in 2 cases, failure of a head in 
the occipito-posterior position to engage, 
and a large head with inertia. In 1 case the 
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head had actually passed the brim at the 
time of the section, and in a second the head 
would probably have passed the brim but 
for the unexplained very early onset of 
foetal distress. In the last case in this group 
(Case No. 4), trial labour was recom- 
mended because of a conjugate reduced to 
g2 mm. In fact, a postmature child 
weighing 8 pounds 10 ounces was de- 
livered spontaneously in 48 hours. In 
all 4 cases in which section was required 
the operation was demanded by factors 
which it was not within the scope of the 
radiological method to foretell. In only 
3, cases of this group did Moir’s graph 
method suggest dystocia for a head of 95 
mm. or under. In 1 case (No. 4) the graph 
could not be applied without undue extra- 
polation, a difficulty we find arising not 
infrequently with the Moir graphs, which 
do not seem to be applicable to many cases 
in which there is a large difference between 
the actual lengths of the two diameters. 
Three cases were reported as having 
isolated midplane contraction on the basis 
of a midplane area of 95 sq. cm. or less. 
Abnormal vaginal delivery was predicted 
in all 3 cases, and occurred in all, 2 requir- 
ing forceps assistance for cavity arrest, 


and 1 having a prolonged labour. Moir’s 
and Guerriero’s methods als’ predicted 


disproportion of moderate degree: Morris's 
method indicated disproportion only in 
1 case (No. 15), which in fact was the one 
to deliver without assistance. 

In the next group of 4 cases of combined 
inlet and midplane contraction, abnormal 
vaginal delivery was predicted in 3. 
Vaginal delivery occurred in 2 cases, but in 
the third section was required for a high 
occipito-posterior position of the head and 
early rupture of the membranes. In the 
fourth case of this group, trial labour was 
recommended, and vaginal delivery was 
completed in 50 hours with forceps removal 
for a deep transverse arrest in the pelvic 
cavity. 


‘ 
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Seven cases have been grouped as minor 
inlet and severe midplane contractions. In 
only 2 of these was vaginal delivery thought 
possible, and even these 2 were regarded 
as distinctly borderline cases. In both 
cases vaginal delivery occurred after the 
application of forceps for foetal distress, 
with the head in the pelvic cavity. In the 
remaining 5 cases of the group elective 
section was advocated because of the degree 
of midplane contraction, which in 2 cases 
was also associated with severe outlet con- 
traction. In 1 case of the 5 an elective 
section was done on account of the age 
(43), though a younger patient would have 
been allowed to go to trial. In 2 others 
section became necessary, both patients 
labouring poorly and both having mal- 
presenting heads. In the remaining 2 
cases delivery was spontaneous, in Ig 
hours in one, and assisted by rotation of an 
occipito-posterior head and forceps in the 
second. Case 23 in this group is worth 
mentioning in more detail, for this patient 
had an extremely contracted midplane 
resulting from trauma during infancy, and 
vaginal delivery was thought to be quite 
out of the question through a midplane area 
of only 74sq.cm. Vaginal delivery in fact 
occurred in 11 hours after manual correc- 
tion of posterior position and easy for- 
ceps. The child weighed only 5 pounds 13 
ounces, and we cannot be sure what might 
have happened to a larger child. 

The next group of 4 cases showed con- 
traction at all levels. Two were thought 
candidates for vaginal delivery, and in both 
it occurred, though not without assistance. 
Two were recommended for section because 
of the degree of midplane contraction: in 
I case it became necessary after 30 hours 
good trial during which a face presentation 
did not pass the inlet, and in the other 
a 6 pound 13 ounce child was delivered 
spontaneously in 113 hours. Assessment is 
impossible in Case 28 because the mal- 


presenting head did not reach the mid- 
plane. 

Thirteen cases were considered as sub- 
stantially normal pelves, with only minor 
reservations. For obvious reasons the 
radiologist may permit himself consider- 
ably more latitude in suggesting nor- 
mal vaginal delivery in reporting to a 
specialist than in reporting to a general 
practitioner. Six of these cases delivered 
spontaneously, 4 within 24 hours, and 2 in 
longer periods. Two patients required 
section, one for a postmature head in the 
occipito-posterior position which would not 
engage in a long oval brim with a con- 
jugate of 123 mm. and the second as an 
emergency for an occipito-posterior head 
impacted in the brim after 102 hours’ 
labour and failed forceps before admission. 
Five cases required some assistance; an 
occipito-posterior position was responsible 
in 2, in another 2 there was some cavity 
holdup, and in the fifth case forceps were 
applied routinely because of a previous 
Caesarean section. 

The final 2 cases were not grouped. In 
one the chance of passage through a brim 
area of 84 sq. cm. was assessed at 40 per 
cent: elective section was done for placenta 
praevia, though trial had been intended. In 
the second case some delay at the midplane 
was thought possible, but a_ practically 
elective section was carried out on account 
of the age of the patient and early mem- 
brane rupture with foetal distress. These 
2 cases of elective section are clearly non- 
assessable. 

The correlation of the radiological pre- 
diction and of the clinical course of labour 
in the 41 assessable cases is shown in 
Table IT. 

The table shows that, in this group of 41 
selected cases, the radiological prediction 
was correct in 22 and incorrect in 19. In 
14 of the 19 incorrect predictions the 
radiological report proved too optimistic, 
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ABLE I] 
and Course of Labour. 


Errors in prediction shown in heavy type 


Normal Abnormal! Caesarean 
: vaginal vaginal section 
report Case No Potal Case No Total Case No. otal Total 
Normal 32, 33, 35, 7 30, 39 2 13 
36, 37, 38, 


42 


Abnormal y 5, 6, 
vaginal 10, 
Ss, 
27 
section 25, 29 2 23 


£3, 34, 17 


Ih, 20, 


19, 20 4 


4 
I 21, 24, 28 3 6 


23 10 41 


These 14 cases included 5 in which 
section was required when abnormal 
vaginal delivery had been predicted. The 
factors responsible were occipito-posterior 
position of the head in 3 cases, inertia in 1, 
and premature membrane rupture with 
foetal distress in the fifth. Two cases pre- 
dicted as entirely normal for which section 
was required were both associated with 
occipito-posterior position of the head. 
The remaining 7 cases of the 14 
predicted as normal but which were 
actually abnormal vaginal deliveries are 
not regarded as serious errors but it may 
be noted that in 2 of these cases an occipito- 
posterior head was again responsible for the 
abnormality. In the 5 remaining cases of the 
19 errors the radiological report proved too 
pessimistic. The important errors to note 
in this group were cases 23, 25 and 29, in 
all of which radiological opinion had 
favoured elective Caesarean section, and 
all of which were delivered vaginally, 2 of 
them normally. It would be a fair summary 
to state that there were 10 serious radiologi- 
cal errors in the group of 41 cases. Seven of 
the errors were associated with factors 
which could not be predicted radiologically 
under the conditions of the test (that is, 


5 occipito-posterior positions, I inertia, 1 
premature rupture of the membranes with 
foetal distress). In all these cases the 
radiological report had been too optimistic. 
In striking contrast are the other 3 
errors, in which labour was normal in spite 
of an adverse prediction. This summary 
emphasizes the inherent limitations of 
pelvimetry. It is obvious that, if the head 
presents in an occipito-anterior position, 
the membranes remain intact, and the 
patient labours well, vaginal delivery can 
be accomplished even when severe con- 
traction is present. On the other hand, 
section may be required in a case which is 
apparently normal in every mechanical 
aspect owing to the occipito-posterior 
position of the head or some other factor 
which it is not within the scope of the radio- 
logical method to predict before labour 
commences. 

It is the failure to realize these inherent 
limitations which brings pelvimetry into 
undeserved disrepute, and which in many 
cases leads to unnecessary and _indis- 
criminating interference. In the light of our 
Oxford experience a review of the abnormal 
cases in our New Zealand series seems to 
us to illustrate the point. In this series 
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there were 65 cases of Caesarean section in 
which we have sufficient details to permit 
some analysis. 

In 14 of these cases section was recom- 
mended on the radiological report because 
of pelvic contraction: in Ir cases the 
recommendation was acted upon, and in 
the remaining 3 section was done after a 
short and inadequate trial of labour. The 
degree of contraction was significantly 
less than in the Oxford series, and we feel 
now that the prediction was probably far 
too pessimistic. 

In 30 cases a trial of labour was recom- 
mended. In 16 of these 30 cases an elective 
section was performed, largely on the basis 
of abnormalities noted in the radiological 
report, and in the remaining 14 cases it was 
done after a trial of labour. The duration 
allowed for the trial in no case exceeded 
36 hours and averaged 21 hours. In 5 of 
the cases the head was stated to have been 
arrested at the midplane, and in 1 case at 
the outlet, but in none of these 6 cases was 
there any mention of attempted forceps 
extraction. In only 1 case was malpresen- 
tation mentioned as a contributory factor. 


In 12 cases a relatively minor degree of 
contraction was reported, and the opinion 
expressed that vaginal delivery should be 
possible without undue difficulty. Seven 
of these cases had elective sections (3 
because of previous sections, 1 for breech 
presentation, 1 for ‘‘ non-engagement’’, 
1 for ‘‘ rising blood-pressure ’’, and 1 for 
‘‘age of mother, size of head and outlet 
contraction ’’) Five cases had section after 
trial of labour, malpresentation being 
reported in I. 

In 9 cases the pelvis was reported as 
normal. Five of this group had elective 
section (for insanity, rheumatic carditis, 
excessive vaginal varicosity, ‘‘ toxaemia ’’, 
and “‘ high head, age 36, and toxaemia ’’). 
The remaining 4 cases had section after 


trial of labour, non-engagement being given 
as the reason in 3, and foetal distress in 1. 

It has been stated by several authors that 
pelvimetry does not increase the incidence 
of obstetrical interference. It is because 
we cannot agree with this proposition 
(though it may be perfectly true in some 
instances) that we report this group of 
cases of Caesarean section. The outstanding 
feature revealed by the analysis is the 
high proportion of elective sections, 
amounting to 39 out of 65 (60 per cent). 
This is in marked contrast to the Oxford 
series, in which there were only 3 elective 
sections in the 13 performed (23 per cent), 
and in no case was the procedure elective 
on account of the X-ray findings alone. 
Moreover, of the 39 New Zealand cases in 
which the procedure was elective, it had 
been recommended by the radiologist in 
11, and in a further 5 was for conditions 
other than pelvic contraction. This leaves 
23 cases in which the information at our 
disposal suggests that section was done 
electively against the advice of the radio- 
logist, but largely on the obstetrician’s 
interpretation of the radiological report. 
We do not pretend that the reports them- 
selves were always couched in terms 
calculated to inspire in the clinician any 
high hopes of vaginal delivery, but we 
are forced to the conclusion that section 
was undertaken in a proportion of these 
cases, when, if no pelvimetry had been 
performed, a trial at least would have been 
attempted. Nor can we doubt, with the 
measurements of the Oxford and New 
Zealand series to compare, that, had a full 
trial been embarked upon, vaginal delivery 
would have occurred in a significant pro- 
portion of these cases. 

Groskloss, Robbins, and Moehn (1948) 
published tables showing the incidence of 
inlet and midplane contraction related to 
the course of labour. In their group of 
inlet contractions, of 52 cases with con- 
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jugates of 110 mm, or under, 24 had 
elective and 11 intrapartum sections, the 
inference being that section was required 
for 35 (67 per cent) of the 52 cases. But 
of the remaining 28 cases of the 52 which 
were allowed to labour, 17 were delivered 
vaginally, 5 spontaneously, that is 61 per 
cent did not require section, Similarly, of 
the 4g cases with midplane contraction, 27 
had elective and 2 intrapartum sections, a 
total of 59 per cent: but of the 22 who 
laboured, no fewer than 20 were delivered 
vaginally, that is, gt per cent did not 
require section. It is inconceivable that 
none of the 27 cases submitted to elective 
section would not have delivered vaginally 
if given the chance. We draw attention to 
this report, because it parallels our own 
experience, and gives, we believe, a further 
indication that there is a. substantial risk 
that pelvimetry may favour the employ- 
ment of elective section for any and all 
obstetrical abnormalities, real or suspected. 
We should also point out the fallacy of 
quoting cases of elective section in support 
of the argument that pelvimetry is a 
valuable method of investigation: such 
cases are ‘‘ non-assessable’’, and it is a 
recognition of this that makes reports such 
as that of Williams and Phillips (1946) so 


valuable. 


METHODS OF INTERPRETATION 

The various methods whereby pelvic and 
foetal head measurements may be stated in 
terms relative to the probable course of 
labour have recently been reviewed by 
Moir (1947), and we need not traverse 
the ground again. We _ would stress 
his support of Hodges and _ Dippel’s 
(1940) criticism of any method which 
depends upon a sensory impression rather 
than upon accurate measurement. This 
is our main objection to the Caldwell and 
Moloy precision stereoscopic method, 
which we believe totally unsuitable for any 
general application, We cannot agree, 
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however, that Williams’s method, which 
in his hands has given extremely impres- 
sive results, can be classed as one depend- 
ing upon sense impression. Nicholson 
(1938) uses brim and midplane areas as his 
main guides to assessment, but these may 
be misleading if the pelvis is asymmetrical 
or if one diameter greatly exceeds the other. 
Moir himself proposes the use of a forecast 
graph method, based primarily on aconcep- 
tion of each pelvic plane as being capable 
of representation by a sagittal and a coronal 
plane diameter, and he has published 
standard graphs from which the chances 
of dystocia of heads of various sizes can 
be predicted. The transverse diameter 
which he uses at the inlet is that transverse 
which bisects the conjugate, and _ this, 
especially in the wedge-shaped pelvis, is 
appreciably less than the conventional 
maximum transverse diameter. His 
method, however, depends upon accurate 
cephalometry, which is not always easy 
and demands examination close to term. 
In our limited experience the present form 
of the graph cannot be applied to a pelvis 
with marked differences between the two 
diameters without a degree of extrapola- 
tion which may not be justified. | More- 
over, it aims at separating cases in which 
dystocia will occur and those in which there 
will be spontaneous delivery; it does not 
attempt to state whether or not vaginal 
delivery will be possible, a somewhat 
different matter. O’Sullivan (1941) 
claimed only 6 errors in prognosis in 102 
cases, using only the relative lengths of the 
conjugate and the biparietal diameter of 
the skull as seen on the single lateral film, 
and reported disproportion if the latter 
exceeded the former. 

It appears to us that there is no method 
of assessment of the inlet level which will 
allow a firm prediction to be given as to 
whether or not vaginal delivery will occur. 
Under favourable circumstances, a head 
will sometimes pass an inlet which appears 
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to be hopelessly contracted. Atother times, 
when the head presents in the occipito- 
posterior position, the membranes rupture 
early and the patient labours poorly, 
passage through an inlet of quite reason- 
able size may prove impossible. 

It is our opinion that, provided the 
presentation is a vertex and there are 
no other contra-indications, a full trial of 
labour is justified in practically every case 
of inlet contraction, and that this can be 
embarked upon without prejudice to the 
mother or the child. Pelvimetry has in 
fact very marked limitations if it is to be 
used as a method of selecting cases for 
clective Caesarean section: it is, however, 
a reasonably accurate method of predict- 
ing disproportion of some unspecified 
degree. 

At the midplane and outlet the difficulties 
of deciding whether vaginal delivery is or 
is not possible are even greater than at the 
inlet. This is partly because of greater 


moulding of the skull and partly because 


the diameters at these lower levels are 
capable of physiological increase during 
labour. Stander (1945), for example, con- 
siders that an exaggerated Sims position 
will will increase the posterior sagittal 
diameter of Klein at the outlet by an 
average of 7.5 mm, and occasionally by as 
much as 40 mm. Morris (1947) has drawn 
attention to the possibility of dislocations 
and fractures occurring in the region of the 
sacro-coccygeal joint. Marked widening 
of the symphysis pubis, sufficiently to be 
revealed radiographically as a vacuum 
disc, has been reported, and Spain (1949) 
has reported good results from symphy- 
siotomy in selected cases. In general the 
same methods of analysis are available for 
the midplane as for the inlet, the corrected 
antero-posterior diameter (Morris), the 
forecast graph (Moir), reconstruction 
charting (Williams), midplane area 
(Nicholson), and a combined sum method 
suggested by several American workers 
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(Guerriero ef al.). This last consists of 
adding together the bispinous and _ the 
posterior sagittal diameters of the mid- 
plane, the capacity being judged normal if 
the sum is 135 mm. or more. 

Of the above methods, three (those of 
Nicholson, Moir and Guerriero) are based 
upon the bispinous diameter. We have 
previously given our reasons for believing 
that such methods are apt to be misleading 
and are theoretically unsound (Allen, 
1947). It seems to be a widely held 
opinion that the foetal head usually passes 
the cavity posterior to the bispinous 
diameters. Eller and Mengert (1947) 
make the following statement: ‘‘ Occasion- 
ally the forepelvis may be so rounded and 
deep as to permit descent or rotation 
anterior to the spines: this however is rare, ° 
since transverse midplane contraction is 
frequently associated with a narrow 
angulated and obstetrically useless fore- 
pelvis.”’ Caldwell, Moloy and D’Esopo 
(1935) also argue along the same lines. 
In our opinion this conception is at variance 
with the observed facts. We have never 
seen a posterior sagittal diameter of the 
midplane which was as much as half the 
length of the full antero-posterior diameter. 
The bispinous diameter always crosses the 
antero-posterior diameter behind its mid- 
point, and in fact fairly regularly at about 
the junction of its posterior third and 
anterior two-thirds. Most writers report a 
mean value for the antero-posterior 
diameter of 120 mm. or thereabouts. In 
our New Zealand series the posterior 
sagittal segment averaged 45 mm. It is 
clear that the maximum diameter of a 
93 mm. foetal head cannot pass behind the 
bispinous diameter when the posterior 
sagittal segment is only 45 mm. When the 
sacro-sciatic notch is narrow and _ the 
posterior sagittal diameter therefore 
relatively shortened, it is even more neces- 
sary that the maximum diameter of the 
head pass anterior to the bispinous. This 
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is illustrated in a typical midplane recon- 
struction (Fig. 1). 


Fic. 1 


Keconstruction chart of specimen with contracted 
midplane, showing a theoretical head of 93 mm. 
diameter superimposed on the antero-posterior, 
transverse, and bispinous diameters, and showing 
how contraction of the bispinous diameter forces 
the head into the anterior part of the pelvis. 


This illustration makes it clear that a 
narrow bispinous diameter exerts its 
influence by denying to the head full 
space which is available in the hindpelvis. 
Vaginal delivery depends upon there being 
sufficient space remaining anterior to the 
bispinous diameter. We would not deny 
that methods based upon the bispinous 
diameter have been used with success, but 
we believe that the value of such methods 
depends upon the fortunate circumstance 
that the bispinous diameter bears a rough 
general relation to the more important avail- 
able transverse diameter, which lies more 
anteriorly between the opposing surfaces 
of the bodies of the ischia. Similarly, we 
cannot agree that the posterior sagittal 
diameter is of intrinsic importance ; it again 
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acquires a spurious value because it is so 
regularly about one-third of the full antero- 
posterior diameter, of the length of which it 
is therefore some indication. Williams 
and Arthure (1949) agree that delivery is 
more likely when the bispinous diameter is 
placed well backward towards the sacrum. 

We believe that, as the first method for 
assessing the midplane, Morris’s corrected 
antero-posterior diameter should be used 
in conjunction with Nicholson’s area 
method, modified by computing the area 
from the available transverse instead of the 
bispinous diameter. If the corrected antero- 
posterior diameter is less than 100 mm. or 
the bispinous less than 95 mm., or the 
inidplane area less than 95 sq. cm. there is 
evidence of contraction: further assess- 
ment should then be done by the only 
logical method of geometrical midplane 
reconstruction with superimposed oval 
or circular transparencies to represent the 
foetal head. This method, used by 
Williams and ourselves, is the only one 
which will allow proper assessment of the 
relative lengths and positions of the two 
coronal plane diameters involved at this 
level. 

In addition to these methods of study, 
it is extremely important to take note of the 
length and degree of forward concavity of 
the sacrum. Reduction in the nogmal 
curvature is a potent source of difficulty 
because it may interfere with anterior rota- 
tion of the head from an occipito-posterior 
or normal transverse position. The 
influence of the sacrum can be assessed 
only in qualitative terms, and related to 
the general impression gained from the 
more formal methods of assessment. Even 
when the films have been fully measured 
in this way, the general usefulness of 
pelvimetry at the midplane level is limited 
owing to the physiological increases in the 
diameters possible during labour. For this 
reason Stander is emphatic that elective 
section is very seldom justified for mid- 
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plane contraction alone. With _ this 
opinion we fully agree. 

At the outlet several methods are avail- 
able. One is to use simply the size of the 
subpubic angle; we have been unable to 
confirm Nicholson’s contention that its 
size is significantly related to the course of 
labour. It is unsatisfactory because it 
takes no account of the fact that angles of 
the same size may vary greatly in func- 
tional capacity. Measurement of the 
outlet must include some measurement 
of the functional capacity of the subpubic 
arch, cither by taking account of the locus 
of the biparietal (Allen, 1947), or of the 
waste space between the head and the 
symphysis (Morris, 1947), or by measuring 
the “‘ effective ’’ angle, in which the angle 
measured depends on the fit of the trans- 
parency into the arch. We should here note 
that we have altered the size of the trans- 
parency we use. Until recently this 
corresponded to a head of 100 mm. dia- 
meter, but we are now convinced that this 


is too large, and that outlet contraction 
will be reported where in fact it does not 
exist. The Oxford group was measured 
with a 95 mm. semicircle (corresponding to 
a 93 mm. head with the technical factors 
we used to obtain the Chassard-Lapine 
view), and few outlet contractions were 


noted. In doubtful cases we sometimes 
use a 90 mm. semicircle, this being deemed 
to represent the smallest head likely to be 
likely to be encountered in a child of 7-8 
pounds. 

Morris’s method of correcting the 
observed antero-posterior diameter by an 
amount which is related to the waste 
space between a circular transparency and 
the lower edge of the symphysis has the 
great advantage of simplicity. If we 
arbitrarily select a value of 95 mm. for 
Morris’s corrected antero-posterior dia- 
meter as the lowest compatible with normal 
delivery, there were 10 cases in the Oxford 
group in which disproportion was indicated 


003 


by this method. We predicted disproportion 
in only 3 of these cases. The course of 
labour in these cases suggests that Morris’s 
method is perhaps rather too pessimistic, 
and indeed it has been pointed out that it 
probably results in an over-correction 
because, when the head is arrested on the 
subpubic arch, its maximum diameter is 
usually already below Morris’s corrected 
diameter. Moreover, in this method the 
midplane and outlet are treated as one. 
We believe that it is preferable to treat the 
two separately by some method which 
utilizes the fit of a circular transparency 
as a measure of the functional capacity of 
the subpubic arch. Assessment such as by 
the “‘ rule of fifteen ’’’ (Thoms) based upon 
the intertuberous and posterior sagittal 
diameters of the outlet, both of which have 
indeterminate end-points, or upon the 
geometrical size of the subpubic angle, are 
basically unsound. Williams and Arthure 
(1949) have treated this subject in detail, 
and we agree with their statements, includ- 
ing their criticism of our previous use of a 
104 mm, transparency. 

As regards the shape of the pelvis, we 
have not found any particular use for the 
elaborate classification suggested by 
Caldwell et al. (1935). We recognize 
that their experience with intrapartum 
radiography has permitted them to make 
fundamental contributions to our know- 
ledge of the process of normal labour, and 
to make an analysis of forceps manoeuvres 
in pelves of different shapes. We do not, 
however, think that their impressionistic 
analysis of shape is of any significant 
assistance in the application of forceps 
except in the most general way, and it 
appears to us that the lengths and mutual 
relationships of the pelvic diameters as 
revealed by formal pelvimetry are in fact 
a more precise indication of shape than 
any system of nomenclature can possibly 
be. Nicholson and Allen (1946) from a 
statistical analysis have concluded that 
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pelvic shape does not appreciably alter the 
course of labour. 


INTRAPARTUM RADIOGRAPHY 

Although this is scarcely a part of pelvi- 
metry proper, since on emergency films 
mensuration is neither possible nor neces- 
sary, it forms so important and valuable a 
part of obstetrical radiography that some 
mention of it must be made. It is principally 
indicated in the course of trial labour to 
determine accurately the relative positions 
of head and pelvic brim. It is not always 
casy clinically to be sure of the exact 
relationship of the maximum diameter of 
the head to the brim, and particularly so 
in those cases where the long axis of the 
symphysis is parallel to the anterior sur- 
lace of the upper sacrum, so that in effect 
the brim proper is a section of a cylinder 
rather than a plane. Abdominal and 
vaginal examination in such a case may 
show the maximum diameter apparently 
well below the brim, while a lateral film will 
show this diameter still above the least 
sagittal diameter of the inlet. Similar 
difficulty is encountered in grossly obese 
subjects. Moreover, one may be misled 
by a large caput into believing the head to 
be much lower than it is. 

Accurate information on the relation of 
inaximum diameter to the brim is essential 
to the intelligent conduct of a trial. When 
during a trial membranes rupture with the 
inaximum diameter of the foetal head just 
in or above the least sagittal diameter of 
the inlet, an assessment of the entire 
obstetrical position is mandatory, and some 
estimate must be reached of what more is 
likely to be required of the mother. The 
exact relationship of the maximum 
diameter of the foetal head to the brim is 
of inestimable value. It has to be taken 
into account with the maternal and foetal 
condition, the strength and frequency of 
uterine contractions and the degree of 
dilatation of the cervix. 


The degree of moulding of the foetal 
head may appear dramatic in such films, 
but is in fact not a very good guide. Cer- 
tainly, a head which shows marked 
moulding before its maximum diameter is 
through the brim is unlikely to pass: but 
a Well-ossified head may show no moulding 
whatever and is even more unlikely to pass 
in similar circumstances. The degree of 
ossification can be judged only within 
broad limits. A head in the pelvic cavity 
can usually be delivered vaginally irre- 
spective of the degree of moulding. 

Intrapartum radiography should there- 
fore be available if a proper trial of labour 
is to be intelligently and safely conducted. 
If a trial is decided upon, it should be a full 
and adequate trial, but it must be ter- 
minated as soon as real risk to mother or 
child becomes apparent. In our own 
practice, we allow trial to continue while 
the membranes remain intact, and after 
rupture as long as dilatation of the os and 
descent of the presenting part continue, and 
there is neither foetal nor maternal distress. 
Foetal distress with intact membranes is 
uncommon, but can and does occur. An 
adequate trial is not finished until at least 
the membranes have ruptured and prefer- 
ably not until the os is fully dilated. 

When the clinical findings are doubtful, 
an intrapartum film provides accurate 
evidence of the position of the presenting 
part in relation to the pelvis. Once the 
membranes rupture during a trial of labour 
it is often necessary to decide whether the 
labour should be allowed to continue or 
not. Even in a trial which ends success- 
fully there may be no descent of the present- 
ing part until the membranes have 
ruptured, but in such cases dilatation of the 
cervix has progressed satisfactorily and 
may be complete when rupture occurs. 
Often, however, cephalo-pelvic dispropor- 
tion (particularly when there is a posterior 
position) is associated with rupture of the 
membranes prematurely or early in labour 
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and there may be inertia with slow descent 
of the head. On other occasions, with good 
pains, moulding may be so excessive that 
the caput is low in the pelvis when the 
maximum diameter of the head is still in 
the brim. The problem whether to allow 
labour to continue or to terminate it either 
abdominally or vaginally must be settled 
only after due attention has been paid to 
the foetal and maternal condition, as well 
as to the relationship of the presenting part 
to the pelvis, but as far as the latter is con- 
cerned the most reliable evidence is 
obtained from a lateral film. In fact, in 
the Area Department the lateral film alone 
has been used for 10 years as a routine, 
both in the antenatal radiological assess- 
ment of the pelvis and in the intrapartum 
examination when this has been required. 
In a trial of labour, if the maximum dia- 
ineter of the head is not through the brim 
when the membranes rupture and inertia 
develops with a relatively undilated cervix, 


Caesarean section is performed by the lower 


segment technique. If the head is deep in 
the pelvis and the cervix is half to three- 
quarters dilated and well thinned out, and 
delivery becomes imperative, controlled 
incision of the cervix followed by forceps 
delivery is our practice. We consider that 
this submits the mother to no greater risk 
and is safer for the baby than Caesarean 
section with the necessary disimpaction and 
extraction of a foetal head which is deeply 
engaged in the pelvis. Our conservative 
practice results in some cases in prolonged 
trials, which it might be argued are not 
justified when Caesarean section offers a 
relatively safe alternative—relatively, that 
is, to the risks entailed in it 50 years ago. 
The safety of adequately supervised trial in 
our hands may be inferred from the follow- 
ing table summarizing our results in the 
Area Department during the year 1950: 

Cases: 2,725 

Forceps: 8.5 per cent 

Caesarean sections: 3 per cent 
F 
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Stillbirths : 15 per 1,000 
Neonatal deaths: 13 per 1,000 
Maternal deaths: I 

These figures are uncorrected and the 
the cases are unselected, and include all 
emergencies and booked cases. 

(The maternal death was a case of a 
multigravid patient aged 43 who had had 
a severe accidental haemorrhage some 50 
miles from hospital and was admitted as an 
emergency after travelling this distance by 
ambulance. She died during attempts at 
resuscitation. ) 

DISCUSSION 

What then are the applications of radio- 
logical pelvimetry and of intra-partum 
radiography in the specialist practice of 
obstetrics? As a means of securing accu- 
rate knowledge of the shape and size of the 
maternal pelvis radiography is superior to 
any other method provided an acceptable 
technique is used. Prediction of the course 
of labour based upon such knowledge is 
reliable to a degree largely dependent upon 
the experience and interest of the radi- 
ologist. In good hands it has probably 
an overall accuracy of about 85 per cent, 
and to this extent can reasonably be relied 
upon to separate cases into those which will 
deliver normally, those in which section 
will be required, and a residual borderline 
group. The division of cases into such 
groups is ultimately the responsibility of 
the obstetrician with knowledge of all the 
factors involved, and the help the obstet- 
rician may obtain from the radiologist is 
determined largely by his method of 
practice, radical or conservative. 

There are those, it seems an increasing 
number, whose answer to all cases of 
dystocia is elective Caesarean section. To 
such, radiological pelvimetry need consist 
merely of a formal statement of the shape 
and size of the pelvis. The obstetrician, 
depending upon how inclined he is to 
surgery and how unsure he is of his conduct 
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of a trial, will already have his own 
opinions upon the critical limits of each 
pelvic characteristic demanding section, 
and the radiologist, reduced to the level 
of technician, is not in fact asked to express 
an opinion. The obstetrician of this type 
will have little use for intrapartum radio- 
graphy for he will seldom embark upon a 
full trial of labour; but formal pelvimetry 
is of the greatest possible value to him, for 
it is the basis of the unassailable argument, 
by demonstrating that degree of contrac- 
tion or unshapeliness which he interprets 
as critical, which justifies his elective opera- 
tion, 

We personally disagree profoundly with 
this indiscriminating approach, and _ to 
those who, like us, practise a conservative 
type of obstetrics, radiology has quite dif- 
ferent applications. It is only in the rarest 
case that we proceed to elective section on 
the basis of the radiological findings alone. 
We use pelvimetry to augment our clinical 
impression of the pelvis gained from vaginal 
examination close to term, and to provide 
us with a visual impression of its shape. 
The actual diameters of the pelvis are not 
of overwhelming importance, though we 
prefer them to be accurately stated. The 
radiologist’s prediction we value as con- 
firming or disagreeing with our own, and 
if the latter is the case, we review our 
clinical impression. We realize that pelvi- 
inetry is powerless to predict for us the 
outcome of labour in the borderline case; 
it confirms our opinion that we are dealing 
with such a case and provides some indica- 
tion of the level and type of disproportion 
likely to be encountered. In the borderline 
intrapartum radiography of 
inestimable value during the course of a 
trial of labour. 


case, 


CONCLUSIONS 
We wish to conclude this review on a 
note of caution. With any method of pre- 
natal assessment, there will be a group 


of borderline cases in which it will be 
impossible to prognosticate with any 
certainty, partly because the capacity of 
the pelvis is borderline, and partly, indeed 
mainly, because so much will depend upon 
the patient’s morale, the strength of her 
pains, the presentation and other factors 
which cannot be assessed before labour 
commences. Adequate pelvimetric exam- 
ination is, within these limits, a reliable 
method of pre-natal assessment, and in 
expert hands such as those of Williams has 
an overall accuracy of over go per cent 
correct predictions. But Williams’s figures 
themselves aptly illustrate the inherent 
limitations of the method, for in his border- 
line (‘‘ group C’’) cases his prognosis was 
in fact wrong in 13 of 24 assessable cases, 
i.e., his error was over 50 per cent. His 
success, in fact, lies not so much in any 
pretensions to predict the outcome in the 
borderline case as in his ability to reduce 
the proportion of such cases encountered 
by being able to assign them to other 
groups in which the accuracy of predic- 
tion is very much higher. 

It is too often forgotten that the claim for 
go per cent accuracy is based upon all the 
cases seen, and not only on borderline 
cases. There is always a tendency to be 
influenced by the relatively reliability of 
radiological examination in other spheres. 
Because the radiologist is expected to 
diagnose a fracture, a gastric ulcer, and 
pulmonary tuberculosis accurately and 
as a matter of course an error on his 
part provokes in the clinician either 
astonishment or good-humoured contempt, 
and he may unjustifiably have the same 
reliability attributed to him in pelvimetry. 
It cannot be too strongly emphasized that, 
even in the most expert hands, the propor- 
tion of errors of prediction in borderline 
cases is substantial; and we must further 
remember that it is not always that the 
prediction is offered by an experienced 
radiologist and based upon technically 
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acceptable films. Radiologists are often 
greatly at fault in accepting films of 
inadequate technical quality, and their 
interest in and experience of pelvimetry 
varies. It is the clear duty of the obstet- 
rician to determine the standard of the 
radiological service at his disposal, and 
no matter how high that standard may be, 
the conservative obstetrician will always 
wish to inspect the radiographs himself, 
since no written report can replace ade- 
quately the visual impression gained from 
inspection of these under proper conditions 
and often in consultation with the radio- 
logist. It is only by these means that the 
obstetrician can correlate his clinical 
findings with the radiological picture, and 
so conduct labour with as complete a 
knowledge as possible of two of the factors 
most important to a successful outcome— 
the size and shape of the maternal pelvis 
and the size and position of the foetal head. 


The analysis of data on which these 
articles are based was made while the 
New Zealand author was enjoying the 
tenure of the Chester Beatty Travelling 
Scholarship in Radiology of the University 
of London, to the authorities of which his 
grateful thanks and acknowledgment are 
due. 

The cost of the punch cards used was 
partially met by a grant from the Medical 
Research Council of New Zealand. 

Acknowledgment must also be made of 
the great help given informally in the 
course of many discussions, and in this 
connexion especially to Dr. Rohan 
Williams and to Mr. J. A. Stallworthy. 
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In our previous article in this Journal (1951, 58, 
203) an error appeared in Table IV, page 215. The 
first figure in the first column should read ‘‘ 125.1 
+0.41”’ 

Attention must also be drawn toa finding which 
has been made since that article was accepted for 
publication. Several cases, which had originally 
been examined in the lateral recumbent position, 
have lately been re-examined in the erect position, 
and in some there has been a discrepancy of as 
much as 5 per cent in the final assessment of the 
lengths of the saggital plane diameters. The dis- 
crepancy has always taken the form of a lower 
reading for these diameters in the erect than in the 
recumbent position. It is believed that the lower 
and more recent figures are correct, and that there 
was previously in some cases a slight shift due to 
gravity of the isometric skin marker in the recum- 
bent position, as a result of which too low a 
correction factor was applied to the observed 
measurements. This finding may require some 
modification of our final figures and recommenda- 
tion but not, we believe, to our basic arguments, 
except that advanced by one of us (E. P. A.) ina 
previous paper (New Zealand Med. J]., 1944, 43, 
116) regarding the influence of nutrition during 
adolescence on the length of the conjugate. 
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RFCENTLY, interest has been renewed in 
radical surgery for the treatment of uterine 
carcinoma. Previously, the main objec- 
tions to surgery were the-high mortality 
rate and, in a percentage of cases, the 
occurrence of ureteric or, less commonly, 
vesical fistulae as a post-operative compli- 
cation. The former has been reduced, but 
the latter remains, and its gravity can be 
appreciated by the fact that the ultimate 
treatment of uretero-vaginal fistula is 
nephrectomy (Merenyi, 1948; Millin, 
1949). 

In Wertheim’s (1912) series of 500 cases 
of radical hysterectomy fistulae occurred 
in about 7 per cent. An incidence of ureteric 
fistulae ranging from 6 to 12 per cent is 
reported by Frommolt (1928), Lenormant 
(1924), Meigs (1945) and Thomas, Carter 
and Parker (1948). According to Meigs 
ureteral fistula is still ‘“‘the only really 
serious and annoying complication ’’, and 
Lynch (1940) states that the radical opera- 
tion is not justified until ureteral fistulae 
can be avoided. Most writers maintain 
that the cause of fistula is necrosis of the 
ureteric or bladder wall, due to interference 


* Read at a Meeting of the North of England 
Obstetrical and Gynaecological Society held in 
Manchester on 24th November, 1950 (see page 629 
of this issue). 
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with the blood supply, rather than to direct 
trauma. Sampson (1904) and Wertheim 
regard preservation of the peri-ureteral 
sheath, and hence of the anastomotic blood 
supply to the ureter, as being more import- 
ant than avoiding injury to the main 
vessels themselves. Band (1948) and 
Frommolt, however, believe that necrosis 
is primarily the result of injury to the 
ureter itself. According to Diehl and 
Hundley (1948) ureteric fistula is a compli- 
cation of the operation and not due to 
carcinomatous invasion. 

If damage to the blood supply is the 
main cause of fistula, then an intimate 
knowledge of the vascular anatomy in- 
volved is essential in order to preserve this 
supply without prejudice to the radical 
nature of the operation. 


ANATOMY 

Feitel (1901) states that the pelvic ureter 
is supplied in its upper part by vessels 
entering on its medial aspect from the 
aorta, common or internal iliac vessels, and 
that the lower part receives vessels on its 
lateral aspect from the uterine and vesical 
arteries. 

Recently, Michaels (1948) has reviewed 
papers by Feitel (1901), Frommolt (1928, 
1932), Harper (1942), Nitch (1932), 
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Robinson (1904) and Sampson (1904). He 
concludes that the ureter receives short 
local branches, which are constant, from 
the renal, uterine and vesical arteries, a 
branch from either the hypogastric or 
common iliac vessels, and an inconstant 
supply from the ovarian artery. Boyd 
(1935) describes the blood supply to the 
ureter as originating mainly from the 
renal, spermatic and vesical arteries, and 
remarks that the vessels are most abundant 
at the lower end. Harper (1942) states that 
the blood supply to the pelvic part of the 
ureter in the female is derived from the 
vesical, middle rectal (haemorrhoidal) and 
vaginal arteries and, in some cases, from 
small branches arising directly from the 
internal iliac artery, just proximal to the 
origin of the inferior vesical arteries. He 
describes a free anastomosis, chiefly in an 
upward direction, and states that the lower 
end of the ureter in the female lies in a 
rich anastomotic bed, to which small vessels 
from the vaginal branches of the uterine 
artery mainly contribute. He considers 
that ureteric branches derived directly from 
the uterine artery are rare. McCormack 
and Anson (1946), who carried out more 
than 50 dissections of the blood supply to 
the ureter, state that the pelvic part most 
frequently receives branches from the 
vesical arteries, and that the next in 
importance is a branch from the hypo- 
gastric artery. 


Our observations are based on findings 
at operation, and on the examination of 16 
injected stillborn female foetuses and 8 


adult specimens. We relied on foetal 
dissections for studies of the distribution 
of arteries and their branches. In this 
series no branches to the ureter were seen 
arising from the superior gluteal, lateral 
sacral, inferior gluteal, middle haemor- 
rhoidal or obturator arteries. Additional 
sources of ureteric supply in two adult 
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subjects were identified—in one, a large 
branch arose from the ilio-lumbar artery, 
and ran to the medial side of the left ureter, 
and in the other a larger branch originated 
from the internal pudendal artery and ran 
upwards on the medial aspect of the right 
ureter. Of the surgical dissections only 1 
case was a Wertheim operation; the other 
5 were total hysterectomies. In these the 
vessels supplying the terminal part of the 
ureter were isolated only on the right side, 
so as not to prolong the operation unduly. 
It is relevant to say here that, where the 
anatomy of the blood vessels supplying the 
right ureter is described, no inference 
can be drawn from this regarding the 
anatomy on the left side, as asymmetry is 
common—a fact of surgical importance and 
ontogenetic interest. 

In the authors’ dissections the vessel 
most constantly supplying branches to the 
pelvic part of the ureter was the uterine 
artery. This was absent on only 4 occa- 
sions, in each instance unilaterally. 
Usually, the uterine artery supplied the 
ureter as it crossed the structure or just 
prior to so doing. Occasionally, the branch 
was a single stem dividing into a smaller 
caudal and a larger cephalic part; more 
commonly, these two portions arose inde- 
pendently from either side of the parent 
trunk. 

In 11 ureters (3 bilateral, 5 unilateral) 
a smaller ureteric branch ran downwards 
to the terminal ureter, originating from the 
vertical part of the uterine trunk. This 
vessel was clearly seen on 2 occasions at 
operation. 

The cervical and vesical branches of the 
uterine artery arising separately from the 
parent trunk, or as one stem which later 
sub-divided, supplied the ureter on 20 
occasions (6 bilateral, 8 unilateral). 

In 17 instances (4 bilateral, 9 unilateral) 
the vaginal artery furnished a direct branch 
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to the terminal ureter, anastomosing with 
branches from the uterine and vesical 
vessels. 

A ureteric branch from the internal iliac 
artery was noted in 23 of the foetal ureters 
(8 bilateral, 7 unilateral). This vessel was 
the first to arise from the internal iliac, and 
originated close to the division of the 
common iliac. It ran to the medial side of 
the ureter, and subdivided into 2 or 3 
branches. The caudal element anasto- 
mosed with the uterine supply, and the 
cephalic ran upwards to supply the distal 
abdominal segment. 

It is this vessel which Meigs considers 
important to preserve when carrying out 
a Wertheim hysterectomy. It can be 
demonstrated at operation by gently lifting 
and retracting the ureter as it lies on the 
internal iliac artery. 

Branches from the superior vesical artery 
were seen in 8 instances (3 bilateral, 2 
unilateral). In one specimen, the superior 
vesical supplied the greater part of the 
pelvic ureter—taking over the supply of the 
uterine which, in this case, gave no direct 
branch, 

In one specimen a long descending 
branch was given to the pelvic part of the 
left ureter from the inferior colic artery. 

Though the vessels supplying the ureter 
run mainly in an upward direction, there 
is a rich anastomotic network around the 
terminal ureter and juxta-vesical area, to 
which the uterine, its cervical and vesical 
branches, and the vesical vessels, superior 
and inferior (vaginal), contribute. 


DISCUSSION 

Though the blood supply to the terminal 
region of the ureter is very rich, it is 
suggested that, if the ureteric branches of 
the uterine, vaginal (inferior vesical) and 
internal iliac arteries are divided during 
operation, then necrosis of the wall of the 
lowest part of the ureter may follow, 
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because there may not be sufficient anasto- 
motic supply from above to compensate 
for this. On the other hand, vessels 
supplying the ureter above this terminal 
part could probably be divided with 
impunity as there is an adequate supply 
from the terminal ureteric vessels running 
in an upward direction. This might 
account for the observations of Band and 
others that the ureter can be isolated from 
its blood supply without undergoing 
necrosis, and for the fact that ureteric 
fistulae occur without exception in the 
terminal 2 to 3 cm. (Wertheim, 1912; and 
Bonney, 1942), even when the ureter has 
been completely denuded for a greater dis- 
tance. On the basis of the findings, the 
reason why these vessels are damaged 
becomes apparent, and the authors suggest 
how this may be avoided. 


SURGERY 

During operations it is the common 
practice, after identification of the ureter 
and uterine artery, to pass a finger or guide 
along the ureter and under the condensa- 
tion of tissue at the base of the broad liga- 
ment. The artery is then ligated and 
divided lateral to the ureter, close to its 
origin from the hypogastric or internal iliac 
artery. After the ureter has been further 
freed by dividing the roof of the connective 
tissue sheath, it is displaced downwards 
and laterally in order to clamp and divide 
Mackenrodt’s ligament as widely as 
possible. The first manoeuvre will cut off 
the blood flow through the ureteric 
branches of the uterine artery, and the 
second step will sever the vaginal ureteric 
branches. Finally, when carrying out a 
lymphatic dissection along the internal iliac 
artery, the ureteric branch arising from this 
vessel may easily be torn. In _ these 
circumstances it is possible that a ureteric 
fistula may occur, or even a vesical fistula 
(if branches of these vessels play a major 
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part in supplying the adjacent bladder 
wall). 

On the assumption that these inferences 
are correct, we suggest certain minor 
changes in technique, in the hope that they 
may help to avoid this complication of 
ureteric or vesical fistula. 

The most important step is to preserve 
the branches from the uterine artery by 
ligating the artery medial to the ureter, 
after it has been clearly identified. If the 
ureteric branch arising from the vertical 
part of the uterine artery is present, then 
this also should be preserved. 

After the uterine artery has been divided 
and the ureter further dissected by incising 
the roof of the ureteric sheath, the ureter 
can still be displaced downwards and 
laterally so that a wide removal of Macken- 
rodt’s ligament and paracervical tissue is 
possible. If, in identifying the uterine 
artery, the connective tissue at the base of 
the broad ligament is dissected towards the 
uterus and left attached to it, no important 
step is omitted. 

At the point where it is crossed by the 
uterine artery, the ureter normally lies at a 
distance of 1.5 cm, from the cervix. The 
curve and tortuosity of the vessel allows 
this distance to be increased significantly 
by lateral traction, even before division of 
that artery. After the artery has been 
divided medial to the ureter and the latter 
further freed, a full and wide resection of 
Mackenrodt’s ligament is possible simply 
by displacing the bladder and retracting 
the ureters in turn. In order to carry out 
this wide resection, it is necessary to sacri- 
fice the vaginal arteries and their ureteric 
branches, thus making it even more 
important to preserve the uterine branches. 

No great difficulty is encountered in 
identifying the branch to the ureter from 
the internal iliac artery. In fact, the accom- 
panying veins can often be seen shining 
through the peritoneum. If the ureter be 
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lifted gently as it crosses the internal iliac 
artery, the vessel can be followed from its 
origin and the ureteric branch, if present, 
is easily found. 

Finally, as suggested previously 
(Racker, 1949), the authors feel that a 
preliminary presacral neurectomy may be 
of some value. It serves a three-fold pur- 
pose: it may help to prevent future 
visceral pain; it may interrupt the nerves 
td the vessels supplying the lower portion 
of the ureter (Mitchell, 1935), thereby lead- 
ing to a local vasodilatation; and the 
peritoneal incision involved is of assistance 
in gaining access to the lymph nodes in the . 
region of the aortic bifurcation. 

Briefly the steps of the operation, with 
suggested modifications, are as follows: 


(1) The posterior peritoneum over the 
bifurcation of the aorta is incised, and the 
incision is carried down to the pelvic 
mesocolon. A presacral neurectomy is 
now performed. 


(2) Both infundibulo-pelvic ligaments 
are ligated and divided, and the broad 
ligament opened up. The peritoneum is 
divided in the usual way across the front 
of the uterus. On the right side the strip of 
peritoneum between the presacral and 
broad ligament incisions is also cut, after 
separating the peritoneum from the sub- 
jacent ureter and iliac vessels. On the left 
side it is occasionally helpful to make a 
small opening in the pelvic mesocolon 
along the course of the ureter and vessels. 


(3) A full lymphadenectomy is carried 
out. The bladder is first displaced by incis- 
ing the pelvic fascia and then’ by blunt 
dissection. The ureters are clearly 
visualized by dissection to the point where 
the uterine artery crosses them. The 
lymphatic dissection commences lateral to 
the external iliac vessels and above at the 
bifurcation of the aorta. In the dissection 
across the external iliac vessels and into the 
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obturator foramen, care should be taken 
to place the proximal ligature on the um- 
bilical artery distal to the uterine artery. 
When working along the internal iliac 
vessels, the branch to the ureter should be 
looked for and preserved. 

(4) The uterine artery is divided medial 
to the ureter and the latter is further dis- 
sected by incising the roof of the ureteric 
fascial canal. Both bladder and ureters 
are further displaced downwards and 
laterally. 

(5) The peritoneum of the recto-uterine 
pouch is incised and the rectum separated 
from the vagina by blunt dissection. The 
utero-sacral ligaments are clamped and 
divided far back on either side of the 
rectum. The resection -is.now carried 
forward to include the cardinal ligaments 
in their entirety, the ureters being widely 
retracted. 

(6) Finally, the vagina is clamped low 
down and divided. In order to ensure that 
sufficient vagina is removed, it may be 
preferable, in certain cases, to commence 
the operation by dissecting out the vagina 
from below, and closing it before commenc- 
ing the abdominal operation. This is the 
practice of Hunter, who points out that any 
amount of vagina can be removed, up to 
total vaginectomy, thus avoiding the all 
too common recurrence in the vaginal 
stump. Unless this last step is definitely 
indicated, however, it is doubtful if it is 
justifiable, since it will prolong an already 
lengthy and tedious operation. 


SUMMARY 


1. The literature of the ureteric blood 
supply has been reviewed. 

2. The blood supply to the pelvic 
ureter, studied in 24 female subjects (16 
infants, and 8 adult) is described. The 
most important vessels of supply are 
branches from: (a) the uterine artery, and 
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its vesical and cervical branches; (b) the 
internal iliac artery; and (c) the vaginal 
(inferior vesical) artery. 

It is suggested that division of all these 
vessels may, in certain cases, lead to 
necrosis of the wall of the ureter, or even 
occasionally of the adjacent bladder, 
leading to fistula formation. 

3. Reference is made to the occurrence 
of these fistulae, and the mechanism of their 
surgical aetiology is postulated. 

4. Some modifications in the technique 
of Wertheim’s hysterectomy are described, 
which may help to reduce the incidence of 
these fistulae. 


Our thanks are due to Professor 
G. A .G. Mitchell for his valuable criticism 
and the keen interest he has shown in this 
work, also to Dr. E. R. A. Cooper for her 
helpful suggestions. The photographs were 
taken by Mr. Philip Howarth. 

The cost of this research was partly 
defrayed by a grant from the Medical 
Research Council. 
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Fic. 1 
L.P. Photograph of Infant Bladder and Uterus (Chlorbismol Injection) 


The bladder has been pulled forwards, the uterus backwards, and the 
iliac vessels and ureter have been displaced laterally. The left uterine 
artery has been pinned back to show its cervical branch. 


Nore: The bilateral ureteric supply from the uterine arteries and the 
branch of the ieft hypogastric artery. 


ureteric 


following key appertains to all the figures illustrated : 
Bladder. ‘j i) | : W. Uterus. 
Vagina, 2) | Hypogastric, A. U. Ureter. 
Common iliac artery. 2. External iliac artery. 
(a) ureteric branch. 
(b) vaginal branch. 


5. Vaginal (tnferior vesical) artery. 


Uterine artery (c) cervical branch. 

(d) vesical branch. 
Superior vesical artery. 
branch of hypogastric artery. 
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internal pudendal trunk. 
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H.P. View of Fig. 1, showing the Left Pelvic Ureter. 


Note: The ureteric supply from the uterine artery and its branches. 
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Fic. 3 
H.P. view of Fig. 1, showing the Right Pelvic Ureter. 


Note: Large plexus of vessels around terminal ureter to which the 
uterine artery and its branches contribute. 
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hic. 4 
luterioy View of Right Half of Infant Bladder. 


The ureter has been displaced laterally. 


Nott The large terminal plexus around the ureter to which the 
uterine vaginal and superior vesical arteries contribute, 
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THE OCCURRENCE 


INTRODUCTION 


ALTHOUGH the vagina is the usual habitat 
of Trichomonas vaginalis Donné, this 
parasite has been recorded from the male 
urinogenital tract many times (v. Trussell, 
1947, for a list of the literature). Many of 
these records deal only with isolated cases 
of male trichomoniasis, but a number of 
systematic examinations of groups of men 
(uv. infra, Table II) indicate that the 
incidence of infection with this flagellate in 
the male may be greater than is usually 
supposed. Fuller records of the occurrence 
of this flagellate in men are essential to a 
better understanding of the aetiology of 
T. vaginalis infections. The following 
work, employing a reliable culture method 
which yields more positive cases than direct 
microscopic examination of the fresh 
semen, has therefore been carried out to 
determine the number of infected consorts 
of a small group of women harbouring the 
parasite. Although the number of men 
examined is too small for a statement on the 
incidence of this parasite in the male popu- 
lation to be made, the technique used and 
the results obtained may be of interest to 
other workers in this field. 


MATERIAL 


The husbands of some of the subfertility 
patients attending the Exeter Women’s 
Welfare Clinic supplied the materia! for this 
work. At this clinic, both partners are 


investigated, and if necessary receive treat- 


M. JOAN WHITTINGTON, B.Sc. 
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BY 


ment at the same time, and it has been 


possible to examine concurrently the 
husband’s semen and wife’s vaginal 
exudate. During the period October 1947 


to March 1951, seminal specimens from 26 
men whose wives were, or had recently 
been, infected with the parasite were ex- 
amined. Samples from 1o husbands of 
uninfected women served as controls, 


TECHNIQUE 


Seminal fluid, produced by masturbation 
or coitus interruptus, was collected in 
3 by 14 inch glass specimen tubes and sent 
round to the laboratory. A small quantity 
of the fluid was examined microscopically 
for trichomonads, 0.5 to 1.0 ml. (depending 
on the original volume) removed for the 
semen analysis, and the rest, usually 
between 1 and 3 ml., placed in a tube of 
warmed culture medium and incubated at 
37 C. for 4 days. Dobell and Laidlaw’s 
(1926) ‘‘HSre’’ medium containing 0.5 
per cent dextrose in the liquid component 
was used; this gives excellent cultures of 
T. vaginalis and its pH, ranging from 6.85 
to 8.8, is similar to that of semen. On 3 
successive occasions—generally 1, 2, and 
4 days after inoculation—a little of the 
sediment at the bottom of the culture tube 
was removed with a pipette and examined 
microscopically on a warmed slide for 
trichomonads. The number of samples 
examined and the time lapse between 
ejaculation and examination can be seen 


in Table T. 
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TABLE I 


The occurrence of Trichomonas vaginalis in semen samples. 


GROUP A—Husbands of 7. vaginalis-infected women. 


Interval 
between 
Ejaculation 
and 
Microscopic Culture Examina- 

Exam. tion 


Result of Semen 
Examination 


Interval 
since last 


Method of 
producing 


coitus sample 


(Not cultured) 4$ hours’ T. vaginalis present. 
+ >12 


absent—last pre- 
sent 31 days previously. 
(Fresh material T. vaginalis present. 
1 trichomonad 
seen ina 
stained 
preparation) 
(Not examined) 


Ns 


I 


2 
7 
2 
8 
8 
5 
5 


(Not examined) 


° 


(Not examined) 


nN 
Shi 


” 
absent—last pre- 
sent 11 weeks previously. 
T. vaginalis present. 
absent—last pre- 
sent 12 weeks previously. 
T. vaginalis present. 


absent—last pre- 
sent 24 days previously. 

T. vaginalis absent—last pre- 
sent 30 days previously. 

T. vaginalis absent—last pre- 
sent 11 months previously. 
T. vaginalis absent—last pre- 
sent 10 weeks previously. 


Vn 


nN 


26 (Not examined) 


2 days ? 
? 


, Coitus interruptus 
is Masturbation 


weeks 


days 


Masturbation 


Masturbation 


” 


Coitus interruptus 


” ” 
Masturbation 


Coitus interruptus 


GROUP B—Husbands of 7. vaginalis-free women. 


hours 


T. vaginalis absent. 


c. 3 weeks 


2 days 7 by 

masturbation 
3 by Coitus 
interruptus 


* Husband suffering from urinogenital disorders. 
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RESULTS 


Table I shows that 7. vaginalis was 
found in 7 of the 26 men whose wives were, 
or had recently been, infected with the 
parasite. In only 2 of the 6 culturally 
positive specimens could trichomonads be 
seen on direct microscopic examination of 
the fresh semen (Cases 2 and 3); in the third 
specimen from Case 5 one trichomonad was 
found in a stained smear of the spermatozoa 
although none could be detected in the 
fresh material. 

All the men in the control group were 
negative. 

The specimens from 5 of the infected men 
had been obtained by masturbation, and 
the possibility of the flagellates having 
been drawn in from the wife’s vagina 
during intercourse, which might have 
happened in the sample produced by coitus 
interruptus (Case 2) is therefore excluded 
in these cases. 

In two instances (Case 4, and last speci- 
men from Case 5) tr and 14 days had 
passed since the last coitus, showing that 
the parasites are able to remain viable for 
a considerable time in the male. 

Only one of the husbands (Case 5, which 
is described in detail below) was suffering 
from urinogenital disorders, the remaining 
men being symptomless. 

Case 5 requires some special mention. 
The wife came to the clinic complaining of 
dyspareunia and vaginal soreness, and was 
found, on examination, to have a heavy 
T. vaginalis infection of the vagina. She 
gave a history of chronic vaginal discharge, 
and reported that an attack of irritation had 
developed 9 weeks previously when her 
husband’s soreness started—he had been 
suffering from soreness of the penis, 
discharge and painful micturition during 
these g weeks. Trichomonads_ were 
cultured from his semen and centrifuged 
urine. The wife was insufflated with 
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Picragol, given Carbarsone vaginal 
suppositories to use and told to douche with 
Milton’s fluid; urethral irrigations with 
Milton were prescribed for the husband. 
Six weeks later, the wife’s discharge was 
much improved and no flagellates could be 
found in her vaginal material. The 
husband’s discharge, too, had cleared up 
and his urine and semen were negative for 
trichomonads. The partners had ab- 
stained from intercourse during _ this 
6-week period. Five months later the wife 
returned with a recurrence of the 7. 
vaginalis vaginitis and reported that her 
husband’s discharge had started again 
2-3 weeks after the cessation of his 
Milton irrigations. A good culture of the 
parasites was obtained from his semen, but 
2 urine samples taken in the same week were 
microscopically and culturally negative for 
T. vaginalis. Both partners are again 
being treated for their respective infections. 


DISCUSSION 

The results of the authors listed in 
Table II have been obtained by such 
varying methods, and the number of men 
examined is in many cases so small, that 
an estimation of the general incidence of 
trichomoniasis in the male cannot be drawn 
from them. Nor does my own work 
provide data adequate for this. But two 
results emerge from it which seem worth 
stressing. Case 5 shows the close con- 
nexion between infection in the husband 
and wife, and the necessity of treating both 
partners together. It is highly probable 
that here infection was acquired in coitu. 
On the other hand, in Case 10 the wife 
was infected with an easily culturable 
strain of 7. vaginalis, but, in spite of 
repeated attempts, the flagellates could 
never be recovered from her husband’s 
semen. This strongly suggests, though 
it does not, of course, prove, that he was 
uninfected. Clinical evidence (Drum- 
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mond, 1936; Pattyson, 1937) supports the 
view that 7. vaginalis is transmitted 
venereally. However, instances like 
Case 10 in the present work, and the failure 
to find the flagellates in three-quarters of 
the husbands of infected women, are in 
striking contrast to the conditions generally 
obtaining in venereal diseases like syphilis 
and gonorrhoea, for example, and merit 
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a distinction being made between tricho- 
miniasis and venereal disease as ordinarily 
understood. 


SUMMARY 
A technique for examining semen 
samples for T. vaginalis, using cultures as 
well as examining the fresh material micro- 
scopically, is described. 


Author 


Kiba (1931) 


urethritis 


3,000 speci- 
mens of 
prostatic fluid 
from clinic 
patients 


TABLE II 


Previous reports of Trichomonas vaginalis infections in groups of men. 


Consorts Material aud Method of Examination 


(fresh 


1 infected secretion and urine. smears) 
man 
examined 
and found 
positive 
? Prostatic secretion. M (fresh 


smears) 


Stein & Cope 
(1933) 


3 husbands 


Stuhler (1933) 


32,000 examis. 
of prostatic 
secr. from 
clinic patients 


Ackermann 
(1935) 


37 patients, 
majority with 
urinogenital 
disorders 


Karnaky 
(1935) 


50 men 


Infected Prostatic secretion 
and urine 


M (fresh 
smears) and 


Prostatic secretion. 


6 infected Prostatic and urethral M (fresh 
secretions, preputial smears) 
contents and urine. 


Prostatic secretion. 


Drummond 
(1936) 


5 husbands 


Infected 


Prostatic and urethral 
secretions and urine. 


M (fresh 
smears) and 


Nitschke (1936) 40 patients with Infected Prostatic and urethral M (fresh 


urethritis 


secretions and urine. smears) 


Buxton and 
Shelanski 
(1937) 


72 white 
patients 
30 coloured 
patients 


Leberman 
(1937) 


McGreer and 


McNeil (1937) 


urethritis 


100 men 


Prostatic secretion 


500 patients with 


Prostatic secretion 


Grimm (1930) 25 patients with Consort of Prostatic and urethral M 


>ympt 
(of infected 
men) 


Number 
Infected 


5 (20%) Urethritis 


Prostato- 
vesiculitis 


I 
(coloured 
man) 


10 


Oo 


4 (80%) None 


5 (12.5%)  Urethritis 


I (3.3%) 


5 (1%) Urethritis 


= - — - - —---— - 
? ? 3 (4.2%) ig 
3 1 (1%) None 
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TABLE 11—continued. 


Symptoms 


i \uthor Cases Consorts Material and Method of Examination Number (of infected 
Infected men) 
Vattyson (1937) 25 husbands Infected Prostatic secretion and urine. ? 6 (24%) ? 
Rodecurt (1937) 25 men Infected : M (fresh and 25 (100%) ? 
Control group Uninfected ~ eminal ejaculate stained oO 
smears) 

IKarnaky (1938) 150 husbands’ Infected Prostatic and urethral M 38 (25.3%) Majority 
secretions and prepu- symptom- 
tial contents. less 

Makara and 200 healthy ? Urethral secretion M (stained 8 (4%) ? 

Rechnitz men smears) and 
(1938) C? 
Knight and 500 urethritis ? Urethral secretion M (fresh and 52 (10.4°,) Urethritis 
a Shelanski patients stained 
ie (1939) smears) and 
Cc. 


Larssen and i4 urethritis Consort of Prostatic and urethral M (fresh 3 (21.4%,)  Urethritis 
Larsen (1939) patients 1 infected secretions. smears) 
man 
examined 


and found 
positive 


Liston and Lees joo V.D Consorts of Prostatic and urethral M (stained 20 (5%) Majority 
(1940) patients 9 infected secretions and prepu- smears) with 
i men tial contents. urethritis 
examined 
—6 found 


positive 


Jirovee ef al 9 husbands Infected Preputial contents ? 
} (1942 57 patients ? Prostatic and urethral M (fresh and +(7°.)  Urinogenital 
secretions. stained disorders 
smears) and 
| Feo (1944 735 negro and ? Urethral ‘‘ strippings’’ M (fresh 121 (16.5%) Urethral 
191 white ? collected early in smears) 23 (12%) discharge 
venito-urinary morning. in some 
in-patients 
Koth (1944 62 negro and ? Urine. M (fresh 17 (27.4%) Majority 
100 white ? Urine. smears) 4 (4%) with — 
medical and urinogenital 
surgical disorders 
in-patients 
Freed (1948) 112 men ? ? ? (28.5%) ? 
KXucera (1950) 588 patients Some Urethral secretion M (fresh and 38 (6.5%) Urinogenital 
consorts of stained disorders 
infected smears) and 


men 
positive 


In addition to these reports, I have found records of T. vaginalis infections among other groups of men, but 
the information given was insufficient to warrant their inclusion in this table. 


M=microscopic examination of sample ; C=sample cultured. 
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Seminal specimens from the husbands of 
26 women who were, or had recently been, 
infected with the parasite were examined 
by this technique: 7 (27 per cent) of these 
men, only one of whom had subjective 
symptoms . of disease, were found to 
harbour the flagellate. 

In a control group, comprising 10 hus- 
bands of 7. vaginalis-free women, no 
flagellates could be demonstrated in the 
semen. 


I am very grateful to Dr. Margaret Jack- 
son, Medical Officer of the Exeter Women’s 
Welfare Clinic, for her encouragement, 
and permission to cite history details in 
Case 5; and to Mrs. L. A. Harvey, 
Biologist to the Clinic, for the opportunity 
of examining specimens sent up for semen 
analysis, and for much willing help and 
advice. I would like to thank Dr. R.S. J. 
Hawes, of the Zoology Department, 
University College of the South-West, who 
has supervised the work and made valuable 
suggestions concerning its presentation. 
A grant from the Medical Research Council 
enabled this research to be undertaken. 
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CURRENT TRENDS IN OBSTETRICS-GYNAECOLOGY 


BY 


Titus, M.D., F.A.C.S.* 


Senior Obstetrician-Gynecologist to the St. Margaret Memorial Hospital 
Consulting Obstetrician-Gynecologist to the Shadyside Hospital, Pittsburg, 
Pennsylvama, U.S.A. 


A pistincr honor has been paid my 
country by your invitation to me to address 
the Royal College of Obstetricians and 
Gynaecologists. It is an especially signifi- 
cant honor in that this lecture is in com- 
imemoration of John Shields Fairbairn, the 
second President of this College, for by his 
works he was almost as well known in the 
United States as in the British Empire. 

I interpret this invitation to me, and the 
privilege of addressing you, as a tribute also 
to the American Board of Obstetrics and 
(;ynecology which I represent. It is particu- 
larly appropriate fora member of the Board 
to pay homage to Fairbairn because so 
inany of his precepts have become estab- 
lished procedure in my country as well as 
in yours. For example, from the time of its 
founding in 1930 the American Board of 
Obstetrics and Gynecology has stated in its 
annual booklets for candidates that 
‘‘ obstetrics and gynecology are subjects 
that should be inseparably interwoven ’’ 
as a medical specialty. Fairbairn always 
insisted that ‘‘ obstetrics and gynaecology 
were one and could not be separated.”’ 
He was a pioneer in improved methods of 


* We deeply regret to announce that Dr. Paul 
Titus died while he was preparing this lecture in 
memory of John Shields Fairbairn, for presenta 
tion before the Royal College of Obstetricians and 
Gynaecologists. 


Secrelary-lTreasurer of the American Board of Obstetrics and Gynecology 
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obstetric teaching to medical students, and 
he established the first facilities for 
advanced training. 

This memorial lecture was presumed to 
be entirely clinical, but for a moment con- 
sider, if you will, how closely Fairbairn’s 
general views of several years ago meet my 
chosen title. They represent truly what are 
now current trends. Even the subjects of 
some of his writings suggest that my pre- 
sentation this evening merely follows the 
line of some of his thinking. One of these 
was entitled ‘‘Changes in Thought in a 
Half-Century of Obstetrics’’ (1935a); 
another, ‘“‘ Progress in Obstetrics and 
Gynaecology during the Past 25 Years’’ 
(1935b); still another, ‘‘ Plea for Wider 
Outlook in Teaching of Obstetrics ’’ (1939). 
His book, published in 1924, was entitled 
‘Gynaecology and Obstetrics.”’ 

His influence on the regulations and pro- 
cedures of the Royal College of Obstet- 
ricians and Gynaecologists must have been 
great. In turn, this influence has carried 
through to the American Board because in 
our formative years we sought and received 
so much sound advice from officials of the 
Royal College. 

Today both the Royal College and the 
American Board agree that our specialty 
must be a combined one; that training in 
basic sciences, especially pathology, is 
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essential; that training in both branches of 
the specialty is a necessity; and that 
examinations of candidates should be 
clinical and practical rather than academic 
in type. These were Prof. Fairbairn’s 
views in his time, but how noteworthy it is 
that in 1951 they are considered currently 
progressive. 

The chief functions of a woman’s pelvic 
organs may reasonably be concedéd to be 
obstetrical. Moreover, not more than 20 per 
cent of gynaecological work is operative or 
surgical. Probably 80 per cent of it is done 
for correction of obstetrical pathology. It 
would seem, therefore, that these facts com- 
pletely refute the vehement arguments of 
certain groups in the United States, as well 
as in Great Britain, that gynaecology is a 
surgical specialty, and that training in 
obstetrics is not nearly so important to a 
gynaecologist as trainingin general surgery. 

Many of the recent developments in both 
branches have been international and it is 
interesting to note how Great Britain on one 
side of the Atlantic and the United States 
and Canada on the other side have kept 
pace with each other. There would be no 
object in my reviewing, painstakingly, for 
this audience the fairly long list of recent 
advances in gynaecology and obstetrics. No 
one could be more familiar with these than 
you, and I do not propose to make a boring 
recitation of them. However, there are 
some items about which a certain degree of 
controversy has arisen, either about 
changes in old procedures or the acceptance 
of new proposals. It is these matters which 
seemed more especially worth presentation 
to you, as illustrative of current trends. In 
the discussion to follow I shall deal first with 
gynaecology and last with obstetrics. 


International Classification of Cervical 
Cancer 
At the 1950 International Congress on 
Obstetrics and Gynecology in New York a 
G 
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modification of the earlier League of 
Nations Classification was presented, with 
the recommendation by the Congress that 
it be generally accepted and adopted as a 
new International Classification. Its chief 
feature was that instances of carcinoma-in- 
situ have been taken out of the original 
Stage I group and put into a new group 
termed Stage O. 

, The question now is how this can be 
reconciled with the recent observations of 
Te Linde and others, who have made exten- 
sive serial sections of tissue that had been 
classed as carcinoma-in-situ or pre-invasive 
cancer. They have found that in certain 
instances careful sectioning will demon- 
strate invasion and even metastatic lymph 
node involvement. 


Diagnosis and Treatment of Genital Cancer 


There is no need to re-emphasize the 
importance of early diagnosis. Intensive 
propaganda for this seems to have alerted 
the public to some extent in the States. 
Routine cytologic studies by the Papani- 
colaou smear technic have been widely 
accepted as important, butare still no more 
than an adjunct to biopsy diagnosis. Classi- 
fication is important in planning treatment, 
and in prognosis. 

The figures published by McKelvey and 
his associates (1949) on the results of 
irradiation therapy for cervical carcinoma 
favour the contention that this is. still 
superior to the surgical approach, especially 
for Stages O, I, and II. Nevertheless, there 
has been a resurgence of surgical treatment 
for carcinoma of all stages. This apparently 
began with a revival of the wide gland dis- 
sections of the Wertheim operation, was 
extended into far more radical phases, and 
in turn recreated a growing tendency to use 
surgery for the early stages. } 

The radical operation, which in the 
advanced stages may involve not merely 
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removal of the uterus and appendages but 
the entire vagina, rectum and bladder, has 
been vigorously advocated by a few groups 
in our country. Its results and surgical risks 
are still far from being generally accepted 
or approved. In the early stages operation 
has to compete with the lesser risks of 
irradiation therapy. In the advanced 
stages the results are too often of no more 
than temporary and dubious benefit to the 
patient, if she survives. 

The subject of certain cases with com- 
plications in the early stages that require 
operation rather than irradiation alone has 
been too well discussed by Read (1948) to 
require repetition here. 


Pelvic Operations in General — 


Conservatism has become the rule in all 
gynaecologic surgery for benign conditions. 
Uterine suspension operations, formerly so 
common, are now largely a thing of the 
past. Operation for removal of ovarian 
enlargements is not done if functional cystic 
enlargement is suspected and repeated 
examinations over reasonably short 
period of time indicate by diminution in 
size that the enlargement is functional 
rather than an actual tumour formation. 

Conservatism is maintained in operations 
for endometriosis, unless far advanced, or 
unless the patient is in the over-forty age 
group, even though a certain percentage of 
distressing recurrences still are to be 
expected. 

The relief of urinary incontinence still 
requires attention, with the new methods ot 
using fascial slings or the suspension and 
attachment of the bladder and urethra to 
the abdominal or pelvic wall as described 
and used by Aldridge (1942) and Marchetti 
(1949) and others. The Joseph Price 
Oration before the American Association of 
Obstetricians, Gynecologists and Ab- 


dominal Surgeons in 1949 by Mr. Charles 
D. Read (1950) was on this subject. 

It is clear that the use of vaginal hysterec- 
tomy is on the increase. The indications 
have been broadened, and this operation 
has been found particularly useful in those 
women classed as poorer than average 
surgical risks, as well as those with pelvic 
sling relaxation. 

For ordinary hysterectomies the use of 
total rather than supracervical removal of 
the uterus has now become an established 
preference with our gynaecologists as with 
yours. 


Endocrines 

This subject is spoken of only because 
some broad claims have been made by 
American authorities for the use of oestro- 
genic hormone (diethylstilboestrol) for 


several complications of pregnancy. There. 


is no need to discuss with you the ill effects 
of the indiscreet use of oestrogens in the 
hands of so many physicians for patients 
with menopausal symptoms, or the growing 
preference for androgens instead of oestro- 
gens. 

Much has been written over the past 
several years regarding the administration 
during pregnancy of large and progressive- 
ly increasing doses of diethylstilboestrol. It 
has been claimed that this will prevent the 
complications, particularly toxaemia, that 
so often accompany diabetes in pregnancy, 
and that it is preventive treatment for 
repeated or habitual abortions, as well as 
active therapeusis for threatened abortion. 
These contentions have not been generally 
confirmed. 

The rationale of the former is so involved 
as to be unconvincing, and results have not 
supported the contention that the accidents 
of pregnancy common in diabetes can thus 
be largely prevented. Moreover, in the 
treatment of threatened abortion, study of a 
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recent large series (Colvin et al., 1950) 
shows a rate of salvage with ordinary con- 
servative therapy almost identical with that 
of the hormone therapy. 


Sterility 

The study of the causes and treatment 
of sterility was primarily an American 
development. This statement is based on 
the early active interest of several. American 
authorities, notably Meaker (1934), Rubin 
(1947), and others. Hysterosalpingography 
and tubal insufflation really became the 
basis of the search for other causative 
factors in sterility and the step-by-step study 
of correlated causes in any.case. Neverthe- 
less any idea that we have a monopoly on 
this work, despite a widely spreading and 
growing interest, is dispelled by the fact 
that whatis probably the outstanding recent 
monograph on the subject is by Cedric 
Lane-Roberts and his associates (1948) here 
in London. 

Correction of relative sterility, according 
to the current figures of the group in my 
clinic, averages about 39 per cent, or 
approximately four couples in every ten. 
(777 cases studied with 300 pregnancies.) 


Attempts at operative plastic correction 


of absolute sterility, as from tubal disease, 
have not given sufficient success to warrant 
more than occasional use, despite recurring 
reports in the literature year after year. 


Gynaecologic and Obstetric Morbidity and 
Mortality 

In gynaecologic surgery morbidity and 

mortality have been reduced in the past few 


years by various factors. The greater 
safety of gynaecologic surgery may be 
credited to greater skill as well as to con- 
servatism on the part of the gynaecologist, 
better preoperative preparation of the 
patient, the more careful selection and 
administration of anaesthetics, the existence 
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of blood banks in all better hospitals, and 
the more frequent use of plasma and blood 
transfusions, Antibiotics have played an 
outstanding role in the reduction of surgical 
and maternal mortality from infection, and 
in many instances their prophylactic use is 
important. 

The reduction in puerperal or maternal 
mortality rates has been especially note- 
worthy, now being less than one per 
thousand live births in the United States, in 
contrast to the 1930 rate of 6.7 per thousand 
live births, and the 1940 rate of 3.76 per 
thousand. In the metropolitan centres 
where hospital facilities and obstetric 
specialists have been available, the decline 
was greater than that of the average for the 
whole country. To take some actual figures, 
our census of 1940 showed there were 
approximately 131 million people in the 
United States. During the year 1939 there 
were 2,265,588 births, a rate of 17.3 per 
thousand. In that year 9,151 (4 per 
thousand live births) women died from 
obstetric causes, and this was the lowest 
death rate ever recorded up to that time. 
This is an appalling number of deaths, and 
even though the mortality rates now, only 
twelve years later, are much lower they are 
still too high. 

Since 1920, and concidentally with a 
steady fall in maternal death-rates, there 
has been in the United States a steady 
increase in hospital births. In 1940 hospital 
births had increased to 56 per cent of all 
births, whereas now it is estimated that 80 
per cent or more of our births are in hos- 
pitals. Changing economic conditions in 
home-life, widespread voluntary hospitali- 
zation insurance plans, and an awareness 
on the part of the public that hospitals are 
safer for them during delivery are probably 
responsible. Meanwhile both the maternal 
and infant mortality rates are improving. 

Greenhill (1950) says that the notable 
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iinprovement in maternal death statistics in 
the United States during the last ten years is 
by no means entirely due to the use of anti- 
biotics, as some have claimed. He also 
gives credit to (1) the residency training 
system, (2) the increased number of post- 
graduate courses for general practitioners, 
(3) the maternal welfare committees in 
many large cities which critically investi- 
gate and discuss in open ‘meetings every 
maternal death, (4) such organizations as 
the American Board of Obstetrics and 
Gynecology, the American Medical Asso- 
ciation and the American College of Sur- 
geons, which directly and indirectly force 
hospitals to control the quality of work in 
the practice of obstetrics within them, Im- 
proved antepartum care is definitely a 
factor. 

Most important, however, is the fact that 
the general practitioner holding ‘‘ courtesy 
Staff’’ privileges for his hospitalized 
patients cannot judge about complications, 
or undertake obstetric operations of which 
he is so frequently incapable, without 
specialist consultation from the Staff. These 
consultations are furnished without charge, 
but he cannot decide for himself and then 
proceed with any type of obstetric operation 
as he does in his home deliveries. This pro- 
tection of the patient within the hospitals is 
rapidly becoming a general plan through- 
out our country, wherever special depart- 
ments and specialists exist. 

The chief causes of maternal deaths 
have been infections, haemorrhage, and 
toxaemia. Deaths from infections and 
toxaemia have shown a steady decline, 
especially during the last ten years, whereas 
there has been only slight improvement in 
the death-rate from haemorrhage. Tox- 
aemia is still an unsolved problem but. its 
incidence has been greatly reduced by 
better antepartum care. Its treatment is 
likewise more effective than two or three 


decades ago. Better facilities for prevention 
of infection, and the benefit of antibiotics in 
treatment have greatly lessened the death- 
rate from sepsis. 

A curious situation seems to be develop- 
ing in our country from too much familia- 
rity with and abuse of such a useful agent 
as penicillin. Even under full control of 
physicians and though dispensed only on 
prescriptions, it has been too freely given 
on the slightest provocation, as for simple 
‘“‘colds’’, for presumed virus infections, 
for “‘ sore throats ’’, and even for minor in- 
fections such as a pimple on the neck. We 
can prescribe it as a dusting powder to be 
inhaled, as lozenges, in. eye drops, or in 
various hypodermic vehicles. The result is 
that probably half our population is be- 
coming or has been sensitized, and reports 
of serious reactions are becoming common. 
Moreover, sensitized patients cannot be 
given such treatment when the time comes 
that they seriously need it. The blame for 
this can be placed squarely against our 
medical profession. I hope this is not true 
in England, and that our bad example may 
serve as a warning. 

Haemorrhage is the only one of these 
tragic accidents that remains almost un- 
changed in its casualty rate. The chief 
factor that seems to have affected the death- 
rate from haemorrhage, or that is likely to 
reduce it further, is the growing tendency 
toward hospital rather than home confine- 
ments. Postpartum haemorrhage is so often 
entirely unexpected that this emergency 
can be provided for only in a_ hospital. 
When it occurs in a home the attendant is 
hopelessly handicapped and the patient 
jeopardized from the onset of the haemor- 
rhage because blood replacement is a 
fundamental requirement of treatment. 

Truly, obstetrics can no longer be termed 
a simple, normal physiologic process. On 
the contrary, every case has now assumed 
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surgical aspects when one considers the 
need for surgical asepsis, when most women 
have episiotomies, and so many have 
prophylactic ’’ low forceps deliveries. 
Yet it is during this period with the attitude 
of ‘‘ hands off the physiologic process ’’ that 
death-rates have fallen and invalidism from 
childbirth has been so greatly reduced. 


Biologic Tests for Pregnancy 

Formerly the Aschheim-Zondek mouse 
test, then the Friedman rabbit test were 
standard. Latterly, the test using toads or 
frogs as devised originally by Shapiro and 
Zwarenstein (1934) of South Africa has be- 
come current practice with us. This test is 
notable because of its simplicity and high 
degree of accuracy. In adopting this in- 
novation, I realize that we are following 
your lead and I cite it only as a matter of 
interest that this test has come into such 
widespread use with us. 


Use of Hormones during Pregnancy 

In the management of habitual abor- 
tions, potassium iodide and thyroid still 
seem to be the most potent substances 
available. The administration of oestrogen 
and progesterone for abortions has been on 
the wane for some time. 


Obstetric Pelvimetry 

X-ray pelvimetry has been passing 
through a process of development and im- 
provement for about two decades. In the 
past X-ray pelvimetry has been a “‘ court 
of appeal ’’, not routinely utilized but held 
in reserve for those patients about whose 
pelves and their obstetric adequacy there 
was doubt, based on clinical or caliper 
pelvimetry. 

Now, however, there is a general trend, 
especially in larger centres, toward the rou- 
tine use of X-ray pelvimetry, with clinical 
internal examinations and measurements 
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still utilized, but as an adjunct to the other. 
Textbooks are now beginning to state, as is 
true, that external measurements of the pel- 
vic inlet are valueless, and that caliper mea- 
surements of the outlet and of internal dia- 
meters are only of relative or suggestive 
value. It is true, however, that X-ray 
measurements may be misleading or faulty, 
and never should be allowed entirely to 
displace clinical, digital appraisals of the 
relations between the maternal pelvis and 
the fetal head. Several general methods of 
X-ray pelvimetry are utilized, but that of 
Thoms, using perforated grids, appear to 
be the simplest and most practical, as well 
as least expensive. 


Placenta Praevia 


In the diagnosis of placenta praevia, 
efforts have been made with varying suc- 
cess to utilize soft-tissue X-ray films to 
determine the location of the placenta and 
the degree of praevia. The technic of Stall- 
worthy (1951) who takes simple flat plates 
with the patient first erect and then prone, 
to note interference by the placenta with 
normal gravity shift, has impressed us as 
a valuable contribution. 

In the matter of treatment of placenta 
praevia, authorities in the States (Johnson 
1945) have closely paralleled the work of 
your Macafee (1945) in establishing the tem- 
porizing management of cases with more 
deliberate and careful preparation for 
active intervention later. Blood trans- 
fusion is an essential. 


Postpartum Haemorrhage 


This subject was referred to above under 
the heading of maternal mortality. In an 
attempt to reduce its death toll many sub- 
jects have been studied. Some of these are 
improvements in the management of the 
third stage, the proper timing of oxytocics, 
and their administration by intravenous 
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‘“‘ drip ’’ when necessary in addition to the 
usual hypodermic injection, better choice 
of anaesthetics, repair of lacerations, ex- 
ploration of the uterine cavity, and intra- 
uterine massage and packing. 

This last and time-honoured procedure 
has become a controversial subject in the 
United States—certain outstanding authori- 
ties objecting to it. They have said that an 
‘‘elastic bag’’, such as they describe the 
uterus to be, cannot be tamponed or plug- 
ged like an open wound. Actually, it is not 
an elastic bag that can be distended and 
overstuffed by packing, but this “‘ catch- 
phrase’’ has been repeated until it has 
become an accepted cliché. 

The truly atonic uterus with severe and 
dangerous bleeding should be removed if 
bleeding from it cannot be promptly con- 
trolled by intravenous oxytocics and in- 
trauterine massage while exploring for 
possible retention of placental fragments. 
Packing is not sufficient for this type of 
bleeding. 

The uterus that relaxes and bleeds, con- 
tracts and then again relaxes with a slow 
blood loss ‘‘ not enough to be alarming’ 
is the really dangerous type. This does 
respond to tamponade if properly placed 
from the fundus down. 

Vaginal packs are utterly useless for 
uterine postpartum bleeding. Yet Gordon 
and his associates (1950) recently included 
two instances of vaginal packing among 
four fatalities cited to prove the futility of 
intrauterine packing. Poor choice of cases 
and improperly placed packing are respon- 
sible, in my opinion, for the present criti- 
cism and opposition to intrauterine packing 
for postpartum haemorrhage. I still use the 
pack. 


Standardization of Obstetric Terms, Defini- 
tions, and Classifications 

Less than two years ago J. P. Greenhill 

(now the author of DeLee’s well-known 


textbook), Nicholson J. Eastman (who now 
has extensively revised and continues the 
‘Textbook of Obstetrics by Williams ’’), 
C. O. McCormick (author of ‘* Pathology 
of Labor, the Puerperium, and the New- 
born ’’) and I met to confer for the purpose 
of seeking to establish greater uniformity 
in many obstetrical definitions, terms, 
classifications, and procedures. 

The new edition of Williams’s book by 
Eastman, and a new edition of my book 
‘“Management of Obstetric Difficulties ’’, 
have since been published. DeLee’s book 
by Greenhill and McCormick’s book are to 
appear soon. We hope that such under- 
standing and agreement among ourselves 
will lead to more general understanding and 
greater uniformity in usage of terms by our 
readers. 

Briefly, we agreed that engagement of 
the foetal head, which was long defined as 
having occurred when the largest diameter 
of the head has passed the plane of the pelvic 
inlet, is demonstrable clinically only when 
the lowest portion of the foetal skull has 
reached the level of the ischial spines. The 
diameter between these spines is designated 
as zero station; other stations above or 
below zero station are measured in centi- 
metres and designated as minus or plus 
stations respectively. Thus, progress is 
described as minus two station, minus one 
station, zero station or engagement, plus 
one station, plus two station, and so on as 
the head advances to and along the pelvic 
floor. 


Forceps operations are defined as fol- 
lows: Low forceps is application with the 
head on the perineum, distending the vulva 
and visible, and the sagittal suture in 
anteroposterior position. High forceps 
would be application to an unengaged 
head, that is above the ischial spines, while 
mid-forceps is an application between these 
stations or levels. 
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CURRENT TRENDS IN OBSTETRICS-GYNAECOLOGY 


Placenta praevia has been redesignated 
by us simply as total and partial. Any im- 
plantation near to but not over or encroach- 
ing upon the internal os is called merely a 
low implantation of the placenta The terms 
marginal and lateral are no longer used by 
us, while your division into groups T, 2, 3, 
and 4 has, certainly, never been descrip- 
tive. 

Classification of toxaemia of pregnancy 
was simplified into two groups only; (I) 
acute toxaemia, (a) pre-eclampsia and (b) 
eclampsia, and (II) chronic hypertensive 
vascular disease, (a) without or (b) with 
acute toxaemia. 

Other agreements were reached, such as 
that describing breech presentation as 
frank, complete, and incomplete (including 
a foot or a knee); premature placental 
separation will be uniformly termed by us 
as abruptio placentae. 

Many of these subjects that I have dis- 
cussed are not new to you, but entirely 
familiar. Many of them have originated 
here in Great Britain. In these respects I 
have been “‘ carrying coals to Newcastle ’’. 
But, you must remember, I am trying to 
tell you of the new trends we are following 
that began solely on our side of the Atlantic. 
On the contrary, I have deliberately in- 
cluded much that we derived from you. 
Can this, therefore, be considered as a cur- 
rent review, a tribute to those contributions 
of yours that we have hastened to adopt, 
and another indication of how close to- 
gether we in the United States and Canada 
find ourselves with you ? 

In closing, it occurs to me that Fairbairn 
would not have been greatly surprised if he 
could have heard this list of items cited as 
current trends in 1951. With his prophetic 
vision he must have confidently expected 
the firm fusion by now of obstetrics and 
gynaecology as a united speciality, with 
better and better graduate training of 
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young men, which has come to pass. He 
could have expected heavy concentration 
of investigations against cancer. He might, 
perhaps, have expected better results from 
sterility studies. About antibiotics and 
their effects he did not know, but he must’ 
have hoped for some such powerful agents 
in treatment of infections whenever he 
wrote, as he did at length, about the pre- 
vention of infection. He was fully aware 
of the possibilities of X-ray evaluation of 
the obstetric pelvis. He was interested in 
“‘natural childbirth’’ but insistent that 
other help be available at the slightest need. 
I think he would have been disappointed to 
know that the mystery of pregnancy 
toxaemia is still unsolved. 


Finally, may I say again that it has been 
a privilege to pay public tribute to John 
Shields Fairbairn. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 
JANUARY I95I1 


Dr. J. W. A. Hunter, the new President, was in 
the chair at the meeting of the North of England 
Obstetrical and Gynaecological Society held in the 
Department of Obstetrics, Manchester University, 
on Friday, 26th January, 1951. 


The discussion on a paper on 


THE BLoop-supPpLY TO THE LOWER END OF THE 
URETER AND ITS RELATION TO WERTHEIM’S 
HySTERECTOMY 


given by Mr. D. C. Racker at a previous meeting 
[this article appears on page 608 of this issue] 
was preceded by a short summary of the salient 
anatomical points by his collaborator, Dr. Braith- 
The latter emphasized that the pelvic 
ureter received blood via branches of the vesical, 
uterine and internal iliac arteries in that order of 
frequency. 

Opening the discussion, the President (Dr. 
J. W. A. Hunter) said that in his personal ex- 
perience ureteric fistulae had occurred only when 
at operation he had thought he might have 
damaged the ureter directly. 

Mr. S. B. Herd enquired whether a ureteric fis- 
tula due to interference with the blood-supply 
declared itself later than one due to direct injury, 
but Mr. Racker could not say. 

Mr. B. L. Jeaffreson thought that some so-called 
ureteric fistulae were in fact vesical, and Dr. R. 
Newton, agreeing with this, pointed out that at 
operation it was often very difficult to ascertain 
the exact limits of the bladder. He considered that 
any risk consequent on cutting vessels supplying 
the ureter might be justifiably taken in dealing 
with malignancy. 

Dr. K. V. Bailey understood that the crux of 
the paper was whether in operations of the Wert- 
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heim type it would be better in the interests of the 
ureter to cut the uterine artery close to the uterus. 
If so, the clearance of pelvic cellular tissue might 
become less thorough. Mr. Racker however re- 
plied that the site of uterine artery ligation should 
not interfere with the thoroughness of such 
clearance: because, once divided, the artery to- 
gether with the ureter could be displaced laterally 

Mr. C. M. Marshall emphasized the importance 
of not stripping the adventitia from the ureters 
because the blood vessels ran for some distance in 
that layer before penetrating more deeply. Meigs’s 
statement that the ureter would not be affected 
unless 3 of the supplying vessels were cut in 
sequence was optimistic. Meigs had operated on 
very early cases of cancer of the cervix in which 
there was rarely present any inflammatory reac- 
tion, much less malignant permeation, of the para. 
metrium from which the ureters required excavat- 
ing. He himself agreed with those who carried out 
the pelvic wall dissection at the beginning of the 
operation. He had found that if the sutures on 
the stumps of the round and infundibulo-pelvic 
ligaments were brought out through the abdominal 
wall and drawn outwards, then the parametric 
spaces and pelvic walls were more widely exposed 
for dissection. He then described a vascular quadri- 
lateral bounded by the external iliac vessels, the 
internal iliac vessels, the obturator vessels, and an 
artery and vein which connected the obturator 
vessels proximal to the obturator canal with the 
deep epigastric branch of the external iliac artery 
and the external iliac vein. The ureter crossed the 
bed of the quadrilateral but could easily be re- 
tracted medially with the uterus. The space and 
the boundary vessels could then be completely 
stripped of glands and fatty tissue. 

In some instances he had identified the ureteric 
branch of the uterine artery and in one case had 
found it arising from the vaginal branch of that 
artery. 
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Dr. C. J. Dewhurst and Dr. H, A. Rowley des 


cribed 2 cases of 


RUPTURE OF THE LOWER SEGMENT 
CAESAREAN SECTION SCAR 


Rupture in a subsequent pregnancy of the scar 
of a previous Caesarean section has been shown to 
be much less frequent after the lower segment sec- 
tion than after the older classical operation. In a 
careful search of the literature we can only find 
reference to 66 cases, in some of which details are 
scanty or absent. (Bonnet, 1934; Eparvier, 1934; 
Trillat, 1934; Mayer, 1934; Sheldon, 1936; Fournier 
and Estienny, 1936: Perez and Tallaferro, 1937; 
Schebat and Laffargue, 1938; Motta, 1938; Traina 
Rao, 1939: Gepfert, 1939; Acken, 1940; Ebergenyi, 
1940; Burkons, 1941; Grusetz and Tisdall, 1942; 
Erbslo6h, 1942; James, 1944; Beacham and Varino, 
1945; Duckering, 1946; Diipmann, 1948; Lawrence, 
1949.) 

Nevertheless we have been able to gain suffi- 
cient information from the ‘majority of these 
reports to enable us to make some-assessment of 
the aetiological factors concerned in rupture, and 
some details of value in early diagnosis and treat- 
ment. Two further cases of rupture of the lower 
segment scar are reported, from Saint Mary’s 
Hospitals, Manchester. 

Case 1. Mrs. A. S., was first seen by one of us 
(C.J.D.) during her second pregnancy and by us 
both during her third. In 1948 she was delivered 
of her first child by lower segment Caesarean sec- 
tion on account of foetal distress occurring during 
trial of labour. The incision in the uterus was 
transverse and was sutured with interrupted cat- 
gut stitches. There was some mild pyrexia for the 
first 4 days of the puerperium for which no chemo- 
therapy was employed. 

In the second pregnancy, in 1949, the patient 
was delivered normally following trial of labour of 
a baby weighing 6 pounds 3 ounces. The duration 
of labour was ro hours. There was no pyrexia 
whatever during the puerperium. 

She became pregnant again a few months later, 
the expected date of delivery being uncertain— 
probably May 1950. Her pregnancy was uncom- 
plicated. During the last few weeks the foetal 
head became engaged and normal delivery was 
anticipated She was admitted in labour on 
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19th May at 4.0 p.m., giving a history of weak 
pains since 1.0 p.m. The head was engaged, the 
cervix 1 to 2 fingers dilated, with the membranes 
intact. The patient appeared to have a full bladder 
which was not emptied when she passed urine 
herself. A catheter was passed and 20 ounces of 
urine obtained. Fair contractions continued during 
the evening, when the suprapubic distension was 
again noted. This was again thought to be a full 
bladder; no urine was obtained, however, on 
catheterization and the possibility of a constriction 
ring producing this appearance was considered. 
Weak pains continued all night. On the following 
morning the cystic lower abdominal swelling was 
found to be larger, although still not more than a 
few ounces of urine could be obtained by a cathe- 
ter. She was seen by us both at 11.30 a.m. Her 
condition at this time was splendid; pulse 84, 
foetal heart sounds 140 and regular, Her only 
complaint was her labour pains which she felt 
mostly in the suprapubic region, where there was 
also some discomfort apart from contractions. The 
lower abdominal swelling was now clearly visible, 
and resembled more than anything a grossly over- 
distended bladder. The regularly occurring pains 
produced an increase in tension in the swelling and 
occasionally fibrillary ripples could be seen passing 
over its surface. The child’s head was in the pelvic 
cavity but the shoulder was easily palpable across 
this cystic mass. 

It was thought that the only explanation must 
be rupture of the previous lower segment scar and 
it was decided to operate immediately. The 
general condition of both mother and _ foetus 
remained excellent. 

On opening the peritoneal cavity a large cystic 
mass was found occupying the lower half of the 
wound. The outer coat of this was the visceral 
peritoneum of the lower uterine segment which was 
ballooned out by bulging amniotic membranes. 
The visceral layer was incised, the membranes were 
ruptured and the child extracted alive in good 
condition. The upper edge of the rupture in the 
uterus was then visible, but the lower one could 
not yet be made out distinctly. More careful dis- 
section showed that this flap was firmly adherent 
to the bladder along its whole length and some 
difficulty was experienced in separating the two 
structures 

Tt was evident that the previous transverse scar 
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in the lower segment had ruptured throughout its 
whole length. As both edges of the incision were 
sufficiently fresh, the wound was sutured in two 
layers with continuous catgut sutures, and the 
operation completed. 

From the situation of the resulting scar there 
did not seem to be any doubt that the original 
incision had been entirely in the lower uterine 


segment. 

The general condition of the mother remained 
excellent throughout the operation. She had mild 
pyrexia during the puerperium, but she and her 
baby were discharged well on the 14th day. 


Case 2. Mrs. A. T., aged 32 years, was first 
seen in 1947 during the 4th pregnancy. In 1941 
she had been delivered by forceps extraction of a 
stillborn child weighing 6 pounds 12 ounces, The 
following year, 1942, she had a normal living child 
weighing 7 pounds 6 ounces. In 1944 she was 
delivered by lower segment Caesarean section of 
a child weighing 7 pounds 12 ounces, following a 
trial of labour. The case records of the labour 
indicated that the operation had been performed 
after a labour lasting 36 hours; the lower uterine 
segment was described as being distended and 
‘‘ paper thin’’ with “‘ signs of impending uterine 
rupture ’’. The puerperium was only notable for 
a rise in temperature to 99° F. on 3 occasions. 

In her 4th pregnancy the patient was admitted 
to hospital at term to await the onset of labour. 
Pains began 2 days later on 3rd September, 
1947, and rapidly became very strong and fre- 
quent. So severe did the pains become that diffi- 
culty was experienced in controlling the patient. 
The membranes ruptured after 4 hours of labour, 
following which contractions became almost con- 
tinuous. A vaginal examination was made which 
showed the cervix to be fully dilated but the head 
still above the brim, with the brow presenting. 
The mother’s general condition remained excellent 
—pulse 80/minute and the foetal heart sounds 
were regular. 

A Caesarean section was carried out as soon as 
possible under general anaesthesia. On opening 
the abdomen the lower segment was found to be 
well taken up; blood clot was visible beneath the 
visceral peritoneum on the left side. This layer 
was incised and the clot removed. Beneath it was 
found a transverse rupture in the lower uterine 
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segment, The rupture, which was about 2% inches 
in length, appeared to have begun at the left end 
of a previous transverse incision. The membranes 
were intact and were bulging through the hole in 
the uterine muscle. The rupture was extended 
into a transverse incision in the ordinary way and 
a living child delivered. The incision in the uterus 
was sutured in two layers with continuous catgut, 
and the abdomen closed. The patient made a good 
recovery and again the puerperium was afebrile. 

In 1949 the patient became pregnant again, 
although she was not seen by us. Her pregnancy 
was uneventful and she was delivered again by a 
lower segment Caesarean section one week before 
term on 9th January, 1950. The operation notes 
are interesting. The lower segment was again 
described as unusually thin for an elective section; 
no evidence of the previous transverse scar could 
be found. The operation was completed in the 
usual way and both Fallopian tubes were tied. 
Recovery was uneventful, 


We have found in the literature reference to 66 
cases of this accident, but we can only refer briefly 
to more important aetiological factors and diag- 
nostic points. Among the factors predisposing to 
subsequent rupture, the most important in our 
opinion is an incision not strictly limited to the 
lower segment but placed partly in the body of the 
uterus. A vertical incision has, in this respect, been 
chiefly to blame and has been found much more 
often than a transverse one. Other factors which no 
doubt play a part are wound infection, subsequent 
implantation of the placenta beneath the incision 
and the choice of an unsuitable case for subsequent 
vaginal delivery. 

An important point is that there appears to be 
little chance of a scar giving way before labour 
pains begin. 

The clinical features presented by a case of this 
nature show one or two important differences from 
rupture of the classical scar. When the tear re- 
mains confined to the lower segment bleeding is 
usually less severe and the general condition of the 
patient does not deteriorate so rapidly; more time 
is probably available for diagnosis and treatment 
whilst the general condition of the mother is still 
good and the child is alive. The membranes may 
bulge beneath the loose visceral peritoneum and 
the characteristic cystic swelling appears in the 
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lower abdomen. In the past this has been regarded 
as a sign of thinning of the uterine muscle and 
impending rupture. It is in fact a sign that rupture 
has already occurred. One further confusing sign 
is the persistence of regular uterine contractions. 

With the exception of the case described here, 
we have found reference to only one case in which 
pregnancy occurred following lower segment 
rupture. In neither of these cases was weakness 
in the uterine wall discovered at repeat Caesarean 
section and sterilization. 
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Discussion. 

The discussion centred largely on the siting of 
the lower segment incision and on the best method 
of its suture. 

Dr. K. V. Bailey, pointing out that a weak scar 
might result from slipping of the end knot of a 
continuous suture, advocated a third reinforcing 
layer of three interrupted cross stitches. 

Prof. H. Harvey Evers favoured suturing 
separately from each end of the incision—the 
potential weak spots. He condemned the vertical 
incision in the lower segment and advised pushing 
the bladder well down before making the incision. 

Mr. B. L. Jeaffreson disagreed, saying that an 
extremely low incision made its closure difficult 
and possibly insecure. Moreover if the scar did 
subsequently rupture the bladder tended to tear as 
well, as happened in one case to his personal know 
ledge. 

Mr. C. J. K. Hamilton had also seen a case com- 
plicated by rupture of the bladder but the previous 
operation had been followed by a stormy puer- 
perium which must have been associated with 
weakening of the scar. He thought the incision 
could not be placed too low. 

Mr. A. Callam inserted 4 mattress sutures before 
delivering the baby, while Dr. E. A. Gerrard con 
sidered interrupted sutures stronger than con- 
tinuous. 

Dr. H. Roberts had knowledge of 3 cases, in one 
of which the diagnosis was made only after 
vaginal delivery had been effected. Uterine con 
tractions ceased after the occurrence of rupture in 
all 3 cases. 

Mr. L. W. Cox had encountered a case in which 
the scar had probably ruptured early in pregnancy 
but no intervention was undertaken till near term. 

Dr. R. Newton advised beginners at the lower 
segment operation to employ a steep Trendelen- 
burg position in the interests of visibility. 

Mr. D. C. Racker pointed out that weakness of 
the scar was not the only factor concerned, for 
difficulty in the next labour might be the precipi- 
tating cause of rupture. 

In reply, Dr. Dewhurst said that in 1 of his 2 
cases the previous incision had been closed with 
interrupted sutures; in both cases the previous 
operations had been performed by experienced 
obstetricians. 
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Mr. Linton Snaith delivered a paper on 


A Sruby OF THE USE oF INTRAVENOUS ERGO- 
METRINE IN THE THIRD STAGE OF LABOUR 


Despite a general decline in other causes of 
maternal mortality and morbidity, ‘‘ postpartum 
haemorrhage and shock ’’ continues to be a major 
cause of ill-health and even death. In the U.S.A. 
in 1944 and 1945, 30 per cent of the maternal 
deaths were ascribed to haemorrhage and, in 
England and Wales in 1943, 46 per cent of 
maternal deaths were due to a combination of 
shock and haemorrhage. This continued high 
incidence has led to much discussion on the value 
and proper use of oxytocic drugs, and in particular 
to arguments about the merits and the possible 
dangers of the administration of Ergometrine by 
the intravenous route before the birth of the 
placenta. 

The use of Ergometrine before delivery of a 
placenta was first introduced in the Newcastle 
General Hospital in 1943 on the suggestion of Miss 
D. M. Kerslake. At first many of us were sceptical, 
even hostile to its use, but the results achieved 
soon overcame our opposition and now we feel that 
the only reason against giving it to every patient 
is that we would no longer have a natural third 
stage available for teaching purposes. In 1948 we 
carried out a control trial over about 400 cases, of 
which approximately half were dealt with on con- 
servative lines and in the remainder Ergometrine 
(0.125 mg.) was given intravenously before expul- 
sion of the placenta, in some cases after the birth 
of the child but in many as soon as the had and 
anterior shoulder had been delivered. 

The procedure adopted was to give Ergometrine 
to all cases in the first half of a calendar month 
and to none in the second half of that month and 
this was carried out over 4 separate months be- 
tween April and September. If free haemorrhage 
occurred during a control period, oxytocics were 
used for the safety of the patient, and the case 
was still counted as a control. This obviously 
slightly weighted the scales against the method of 
immediate ‘intravenous administration. 

In comparing the two groups of cases there wer: 
three aspects to be considered. In the first place 
there were those factors, antecedent to the third 
stage, which might be expected to influence the 
character of the third stage, and the most impor- 
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tant of these appeared to be parity, length of 
labour and incidence of forceps and other instru- 
mental or abnormal deliveries. Caesarean section 
cases were omitted but all other abnormalities were 
included, such as breech deliveries, emergency 
admissions and cases of antepartum haemorrhage 
not dealt with by Caesarean section. 

Those aspects of the third stage which were most 
likely to reflect the effects of the method of treat- 
ment were the length of the third stage and the 
total blood loss. The loss was measured directly 
by collecting all blood, including that from 
lacerations and episiotomies. 

Finally, an attempt was made to determine 
any effects on the puerperium which might accrue 
from the use or omission of oxytocics, including 
the possibility of irregular separation of membranes 
or placenta. 


Results of the Investigation. 

(a) Factors likely to influence the third stage. 
Though the number of cases was not exactly 

equal in the two groups it is evident from Tables 

I and II that the two groups were comparable as 


Taste I. 
Parity of the series 


Control 
group 


Ergometrine 
group 


106 107 
54 45 
17 13 

9 12 
12 10 
Mean =1.81 


Mean = 1.96 


TABLE II. 
Length of labour 


Length 


in hours Controls Ergometrine 


Less than 6 35 34 
6 to 12 67 

12 to 24 
24 to 50 
Over 50 
Unknown 

Mean = 14 Mean=18 

Forceps used 29 32 
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regards parity, length of labour and incidence of 
instrumental delivery. Normal breech delivery 
not involving anaesthesia has been counted as 
‘normal delivery’’, but all other assisted de- 
liveries under anaesthesia are classified as forceps. 
The average length of labour was in fact slightly 
longer in the Ergometrine group, thus placing that 
group at a theoretical disadvantage since prolonged 
labour is an important contributory cause of post- 
partum haemorrhage. 


(b) Effects on length of third stage. 

Tables II and IV indicate the way in which 
the third stage has been shortened in the Ergo- 
metrine group. There is no difference in the 
average length of the third stage in the two groups 
due to a larger number of prolonged third stage in 
the group receiving Ergometrine. If all cases last- 
ing more than 60 minutes are excluded from both 


TaBLe Ill. | 
Duration of 3rd stage 
Control Ergometrine 
5 minutes or less 20 114 
6 to 15 minutes 115 40 
16 to 30 minutes 42 8 
31 to 60 minutes 7 6 
Over 60 minutes 6 9 
Prolonged ”’ o I 
Manual removal 
of placenta 12 7 
(includes 3 ‘' pro- 
phylactic ’’) 
TaBLe IV 


Relation between length of 3rd stage and 
administration of Ergometrine 


Distribution be- 
tween control and 


Ergometrine 
Duration of Total Per cent 

3rd stage cases Control Ergometrine 

o— 5 minutes 134 13 87 

6—15 161 71 29 

16—30 , 50 84 16 

31—60 sa 13 54 40 

Over 60 fe 15 40 60 


groups, the average length of Ergometrine series 
was 8.2 minutes compared with 13.1 minutes for 
the control series. 

Duration of third stage is not a very important 
matter, but it must be remembered that the 
patient herself benefits by a short third stage; when 
Ergometrine is given the third stage is so rapid that 
the patient scarcely realizes that there is anything 
more to come after the birth of the child, and the 
dry operative field renders perineal repairs easier. 
Furthermore the uncomfortable period spent lying 
in a pool of liquor waiting for the placenta to be 
expelled is reduced to a minimum. 


TaBLe V 
Total blood loss 


Loss in ounces 


Control Ergometrine 

Less than 2 12 42 
2to6 68 83 

7 to 12 74 31 

13 to 24 16 16 

25 to 40 7 4 
Not recorded 9 6 
Moderate ”’ 2 I 
Free loss 2 I 


(c) Effects on total blood loss. 

Table V compares the blood loss in the two 
groups and it is evident that a higher percentage 
of cases in the Ergometrine group had a loss of 
six ounces or less than in the control group. In 
both groups there were some cases having a fairly 
heavy loss and the advantage of Ergometrine is 
lost in those upper ranges of blood loss. Table VI 
displays the effects of Ergometrine in a different 
way. Again it is apparent that there are some 
cases in both groups who have a heavy loss prob- 
ably due to secondary relaxation after the placenta 
has been expelled. 


(d) Retained placenta. 

The placenta was retained for more than 60 
minutes in 6 of the control cases and in 10 of the 
Ergometrine group. However, the operation of 
manual removal was carried out in 12 of the con- 
trol series and only 7 of the Ergometrine group. 
In 3 of the control group the operation was 
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TasLe VI 


Relation between loss of blood in 3rd stage 
and administration of Ergometrine 


Distribution be- 
tween control and 


Ergometrine 
Loss in Total Per cent 
ounces cases Control Ergometrine 
o—2 ounces 54 22 78 
2—6 ,, 151 44 56 
7—12 105 71 29 
13—24 ,, 32 50 50 
Over 24 ,, 11 64 30 
‘* prophylactic ’’, being carried out in cases already 


under anaesthesia because of the factors in the 
labour or past history which indicated that a re- 
tained placenta or a postpartum loss was likely. 


(e) Effects on the puerperium. 

It was an earlier impression of ours, especially 
those of us who were sceptical of the value of 
Ergometrine, that there was a tendency, with rapid 
expulsion of the placenta, for retention of frag- 
ments of membrane and delay in the involution of 
the uterus. In fact, analysis indicates that there 
was no significant difference in the number of cases 
displaying ragged membranes and subsequent 
pyrexia, nor in the proportion of cases presenting, 
at the tenth day, evidence of sub-involution as 
displayed by a bulky uterus, a patulous cervix or 
excessive lochia. 

Table VII indicates the relevant features of the 
puerperium in the two groups. 


Discussion. 

Although it is usually stated that the third stage 
of labour occupies from 20 to 30 minutes, it is now 
generally recognized that the phase of separation 
of the placenta from its attachment to the uterus 
occupies only a few minutes, the remainder of the 
time being taken up by the expulsion of the 
separated placenta into the lower segment of the 
uterus and finally through the vagina. This obser- 
vation seems first to have been made by Warnekros 
(1918) and Weibel (1919), and has recently been 
confirmed by Burton-Brown (1949) by radiological 
means and also by Leff (1945) by routine intra- 
uterine palpation during the third stage of labour. 
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Dieckmann et al. (1947), who do not believe in the 
routine use of oxytocics, quote a number of 
authors’ estimates of the time for separation, 
varying from 1 to 7 minutes; they claim that the 
placenta is usually completely separated and ready 
for delivery in 3 or 4 minutes, prefer a short third 
stage of labour, and consider that slow delivery of 
the child prevents complications in the third stage. 
Their results appear to be excellent, but it must be 
noted that the majority of their cases were anaes- 
thetized and hence cannot be regarded as strictly 
normal cases. In 1942 Davis and Boynton re- 
ported good results from intravenous Ergometrine 
but they insist on proper timing of the drug, 
preferring to give it during the birth of the 
shoulders, followed by expulsion of the placenta 
immediately after the child by gentle pressure on 
the fundus, assisted by gentle traction on the cord. 
They defined the average loss in the third stage as 
300 ml., and found that the loss in those cases re- 
ceiving Ergometrine was considerably less. 
Quigley (1947) found that intravenous Ergo- 


TaBLe VII 


Puerperium 


Ergo- 


Control metrine 


Condition of membranes 
Ragged or 40 §2 


incomplete (23.2 per (27 per 
cent) cent) 
Complete 150 130 
No record 2 o 
Pyrexia 
Afebrile 140 153 
(73 per (81 per 
cent) cent) 
Febrile (no growth) 21 19 
with some 
evident cause 31 10 
Post-natal condition 
Satisfactory 125 112 
Not satisfactory 48 52 
(Bulky uterus, red loss, etc.) 
No record 25 24 


aa 
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metrine shortened the third stage. He says that 
there are no complications from its use, but he 
adds the warning that delay in finally expelling 
the placenta may result in the cervix closing down, 
with retention of the placenta, though without loss 
of blood. The average length of the third stage 
in his series was 6 minutes, as compared with 9.8 
minutes in a control series without Ergometrine. 
He assesses the blood loss accurately using a tech- 
nique only applicable to delivery in a labour room 
on a special bed. He quotes, an average loss for 
the normal third stage of 348 ml., and says that 
50 per cent of his cases lost less than 100 ml. 

Shaw (1949) describes the results of the adminis- 
tration of an intravenous oxytocic to patients with 
an abnormal third stage, finding an average dura- 
tion of 2.9 minutes in cases receiving Ergometrine 
against 26.5 minutes in the control series. He con- 
cludes that the use of intravenous oxytocics is safe 
and effective, that they control ~haemorrhage in 
retained placenta and diminish the need for trans- 
fusion, and that they reduce the incidence of 
manual removal of the placenta. He considers 
that intravenous Ergometrine should be the im- 
mediate treatment for the abnormal third stage, 
and says that its use does not prevent manual 
removal, though it may make the operation more 
difficult. 


Callam (1947) also reports good results from the 
use of intravenous Ergometrine, though his series 
of cases was not compared with a control series. 
In one case a placenta was incarcerated but 
manual removal presented no special difficulty. He 
also states that correct timing is essential for th« 
maximum benefit from the use of Ergometrine. 


Lister (1950) has reported on a very large series 
of cases using Ergometrine, and a smaller series 
using Pitocin with excellent controls. She found 
a greatly reduced blood loss in the Ergometrine 
series especially in those patients having a pro 
longed labour. The duration of the third stage 
was considerably shortened by the use of Ergo 
metrine. Manual removal was carried out on 13 
cases without any difficulties. She found that the 
effects of Pitocin were very much less satisfactory 
than those of Ergometrine, but she reports a 
tendency towards retention of small pieces of 
placenta with consequent secondary haemorrhage. 
She attributes this to over-enthusiastic attempts 
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at expulsion of the placenta, due to fear of a con- 
traction ring. 

In our series the Ergometrine was, in fact, given 
as early as possible, often, but by no means 
always, with the anterior shoulder; it was not 
found necessary or desirable in most cases to apply 
fundal pressure. The empty uterus is a tender and 
sensitive organ, whether or not it has been stimu 
lated by Ergometrine, and pressure on the fundus 
may cause considerable discomfort and even shock 
to the patient. 

Insistence on administration of the drug with the 
anterior shoulder robs the method of some of its 
value in domiciliary practice and even in hospital 
as it necessitates some competent person standing 
by in addition to the accoucheur. Many of the 
cases in our series were normal ones, under the 
care of the nursing staff alone, and on many 
occasions it was impossible to give the drug until 
after the birth of the child. We support the view 
that the maximum benefit is derived from adminis- 
tration during the birth of the anterior shoulder, 
but still claim that much benefit comes from later 
administration, even several minutes after the 
birth. 

Intravenous Ergometrine will not produce 
separation of an adherent placenta. If that state 
of affairs exists the uterus will clamp down on the 
adherent placenta without blood loss and may, for 
a time, give the impression of a contraction ring 
retaining the placenta. In our experience of such 
cases there has not been any real difficulty in 
carrying out a manual removal; in some cases, if 
left alone, the placenta will in time separate, the 
apparent contraction ring will relax and_ the 
placenta will be found in the vagina a few hours 
later. 

Reactionary postpartum haemorrhage has been 
described after Ergometrine. It seems to us that 
this is no more likely to happen after Ergometrine 
than after a normal third stage but it can be pre- 
vented or minimized by giving an intramuscular 
injection of Ergometrine after the placenta has 
been delivered. It has also been suggested that 
the use of Ergometrine involves the possibility of 
retained fragments of placenta and membranes 
causing secondary postpartum haemorrhage and 
necessitating curettage. Over the past 2% years 
there were, in our department, 3,533 vaginal 
deliveries of which 729 received prophylactic 
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Ergometrine. Curettage was required for secon- 
dary haemorrhage not usually severe in 31 cases, 
in 6 of which Ergometrine had been given before 
The incidence of curet- 
tage over all cases was 0.85 per cent. In those 
cases receiving prophylactic Ergometrine it was 


delivery of the placenta. 


0.82 per cent, and in those cases having a normal 
third stage without Ergometrine it was 0.89 per 
cent. 

After the controlled study detailed above we 
decided to give intravenous Ergometrine, as a 
routine measure, only to cases which appeared to 
have a special pre-disposition towards postpartum 
loss; thus cases of prolonged labour, whether de- 
livered normally or otherwise, multigravidae with 
more than 5 previous confinements, and cases with 
i bad past history, all received intravenous Ergo- 
metrine before delivery of the placenta, usually 
with the anterior shoulder of the child. We have 
endeavoured to obtain some further information on 
the effects we are now getting from intravenous 
Ergometrine by a study of the monthly and annual 
summaries of the work of the Department during 
the two years in which this method of administer- 
ing Ergometrine to selected cases has been 
adopted. 

Between January 1949 and October 1950, 2,691 
patients were treated and 505 of these received 
Ergometrine before delivery of the placenta. Dur- 
ing this period there were 91 cases of postpartum 
haemorrhage, defined as loss of blood exceeding 
20 ounces; 330 women lost between 10 and 20 
ounces, and there were 4 cases of secondary post- 
partum haemorrhage. 

Manual removal of placenta was carried out in 89 
cases, in 26 of which there had been postpartum 
haemorrhage of more than 20 ounces. In 55 of 
these patients the placenta had been retained, 
without significant loss, for more than an hour and 
in 8 cases the operation of manual removal was 
prophylactic. 

In Table VIII results are compared in the two 
groups, in one of which intravenous Ergometrine 
was administered and in the other the third stage 
allowed to take place normally. It will be seen 
that there is no significant difference in the inci- 
dence of either postpartum haemorrhage of more 
than 20 ounces, or of cases losing between 10 and 
It was, however, not possible in this 
group to deduce whether the loss in the majority 
H 


20 ounces. 
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TasLe VIII 
Results of administration of intravenous 
Ergometrine to selected cases 
Ergo- 
Total Control metrine 
Deliveries 2691 2186 505 
Postpartum loss gI 75 16 
more than 20 ounces (3.38*) (3.43%) (3.16%) 
Post-partum loss 
between 10 and 20 330 249 81 
ounces (12.26*) (11.38*) (16.0*) 
Manual removal of 89 54 35 
placenta (3.3%) (47%) Ge”) 
For simple retention 55 22 33 
For postpartum 
haemorrhage 26 24 2 
Prophylactic 8 8 o 


(Figures with * denote per cent.) 


of the cases in the Ergometrine group was less than 
in the control group as detailed records of loss in 
each case had not been kept. In comparing the 
results of the two groups it must be remembered 
that the group receiving Ergometrine was con- 
sidered to be more liable to postpartum loss. 

It is significant that in 35 cases receiving intra- 
venous Ergometrine the placenta is described as 
retained and requiring manual removal, an inci- 
dence higher than in the control group, so that it 
would seem that during the last two years there 
has been an increase in the incidence of retained 
placenta associated with the administration of 
Ergometrine. 

It has been the custom, however, to carry out 
manual removal in such cases if the placenta was 
not ready for expulsion from the vagina within 
one hour after the birth of the child. It is probable 
that in many of these cases a long delay would 
have allowed relaxation of the uterus and spon- 
taneous expulsion of the placenta. In only 2 of 
these cases was there free haemorrhage and the 
group as a whole must be regarded as being very 
much more than normally liable to retained 
placenta. 


Statistical Note by H. Campbell. 
The case records of 148 control cases and 139 
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cases receiving Ergometrine (random selection) 
were fully examined. 
The two series are quite comparable in: 
(1) Total Number. 
(2) Parity Distribution. 
(3) Forceps Deliveries. 
There is, however, a difference between them in 
length of labour; the control series average 14 
hours, the Ergometrine series 18 hours. 


Third Stage of Labour Average 
Ergometrine 17.7 minutes 
Control 15.5 minutes. 
Difference a —2.2 minutes. 


Standard error of 
difference ............. +0.8 minutes. 


The difference here is to the disadvantage of the 
Ergometrine series and is possibly significant. This 
arises from the large number of prolonged cases 
over 60 minutes, of which there were 10 compared 
with only 4 in the controls. It is apparent, how- 
ever, from the figures that many more patients 
experience a reduction to less than 5 minutes in the 
time required for the third stage. 

If all cases over 60 minutes are excluded from 
both series the following averages emerge: 


Average 
Ergometrine _.......... 8.2 minutes. 
Control 13.1 minutes. 


Difference __............ 4-9 minutes. 
Standard error of 
difference $0.4 minutes 


This difference is significant, but it would appear 
on statistical evidence that the difference may have 
been obtained at the expense of considerable pro- 
longation of the third stage in a few cases. 


Loss of Blood Average 
Ergometrine _....... 7.2 ounces. 
Standard error of 


There is a difference in the amount of blood lost 
which is slightly over 1 ounce to the advantage of 
the Ergometrine series, but this is not statistically 
important. It is apparent from the figures that 


many patients in the Ergometrine group did, in 
fact, experience a reduction in the amount of blood 
lost. 

A comparison between these figures and the 
complete series of 198 control and 188 Ergo- 
metrine would confirm these conclusions: 


(1) The two series are comparable on all couuts, 
except the total length of labour. 

(2) (a) The difference between the average length 
of the third stages is significant only if the 
prolonged cases over 60 minutes are excluded. 


(b) The difference between the average loss of 
blood is not statistically significant. 


(3) There is not any significant difference in the 
incidence of: 


(a) Manual removal of placenta. 
(6) Postnatal abnormalities. 
(c) Ragged or incomplete membranes 


(d) Pyrexia. 


Conclusion. 

The use of intravenous Ergometrine shortens the 
third stage and reduces the loss of blood in the 
large majority of patients. In a small number of 
cases there is a liability to excessive haemorrhage 
or undue prolongation of the third stage despite 
the use of Ergometrine. Intravenous Ergometrine 
will not separate the abnormally adherent placenta 
but it will diminish loss of blood under such condi- 
tions; it is possible that its use may lead to a slight 
increase in the number of cases of retained placenta 
without excessive blood loss. The use of intra- 
venous Ergometrine will not prevent haemorrhage 
due to secondary relaxation of the uterus after the 
placenta has been expelled and it is therefore 
desirable to give a further injection of Ergometrine 
by the intramuscular route at the end of the third 
stage. The administration of Ergometrine does not 
make the operation of manual removal any more 
difficult if it should prove necessary. Accurate 
timing of the administration of the drug and 
immediate expulsion of the placenta by pressure 
on the fundus is not essential though it is possible 
that delay in expulsion of the placenta may in 
some cases lead to its retention for more than an 
hour without blood loss. In such cases the placenta 
is usually expelled spontaneously if sufficient time 
is allowed to elapse. 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 
FEBRUARY 1951 


A meeting of the North of England Obstetrical 
and Gynaecological Society was held at the Medical 
Institution, Liverpool, on Friday, 23rd February, 
1951, with the President, Dr. J. W. A. Hunter, 
in the chair. 


Mr. L. M. Snaith gave a résumé of the paper he 
had read at the last meeting on 


A Srupy or THE USE OF INTRAVENOUS ERGO- 
METRINE IN THE THIRD STAGE OF LABOUR 


Opening the discussion, Mr. H. V. Corbett stated 
that he had used a similar technique experimen- 
tally in 1937, and had reached similar conclusions. 
In particular he agreed that if manual removal of 
the placenta was subsequently required it was not 
rendered more difficult. Dr. W. Hunter, however, 
on the basis of his experience of Flying Squad 
work, disagreed on this point. Further, he did not 
advocate the general introduction of the technique 
at present into domiciliary practice for fear of 
abuse, with which opinion Mr. Snaith concurred. 


Dr. A. A. Smith had also found difficulty in 
performing ‘manual removal of the placenta when 
required after the use of ergometrine. It was now 
his practice to proceed immediately to manual 
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removal if the placenta was not delivered within 
two minutes of the injection of ergometrine. 

Dr. S. B. Herd enquired whether the administra- 
tion of ergot by intravenous drip might be useful, 
for instance, in third stage bleeding, but Mr. 
Snaith had had no experience of this and did not 
think it was ever necessary. 

Mr. C. M. Marshall doubted whether in normal 
vaginal deliveries the routine injection of ergo- 
metrine intravenously produced significantly better 
results than could be obtained by competent 
management of the third stage in the traditional 
manner. He had, however, since early 1945 em- 
ployed the technique in all operative deliveries. It 
was particularly useful in counteracting the effect 
of inhalation anaesthetics on uterine action. In 
operative vaginal obstetrics its successful employ- 
ment permitted the immediate repair of episiotomy 
or other wounds, a point which Professor A. M. 
Claye also stressed. 

In reply, Mr. Snaith reiterated the advantages 
of the procedure and the small risk associated with 
it. In particular he considered that with ergo- 
metrine a morbidly adherent placenta became 
apparent to the accoucheur at an earlier stage. 


Dr. S. R. M. Reynolds, Ph.D., Sc.D., of the 
Carnegie Institute of Washington, Baltimore, 
U.S.A., delivered a paper on 


OVARIAN FUNCTION AND THE OVARIAN 
VASCULATURE 

Dr. Reynolds prefaced his remarks by saying 
that it was partly due to a paper by Blair Bell 
that he was led into the field of uterine physiology. 

Clinicians and physiologists recognized in prin- 
ciple, said Dr. Reynolds, the importance of the 
vasculature for the proper functioning of every 
organ in the body. Only in endocrinology had the 
study of this important function been neglected. 
An endocrine gland was generally considered to 
give off its hormone or hormones into a vascular 
system of constant and more than ample capacity, 
but he would demonstrate that this conception 
when applied to the ovary was simpler than the 
facts permitted. The vascular and endocrine inter- 
relationships in the ovary which he was going to 
describe might enable his audience of clinical 
gynaecologists to understand a variety of ovarian 
pathological conditions to which he as a physiolo- 
gist was blind. 
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The ovary served two functions, continued Dr. 
Keynolds, and one was the servant of the other. 
As a gland, the ovary secreted oestrogen and pro 
gesterone, chiefly in order to prepare the genital 
tract to receive the ova. As the primary gynaecic 
organ of reproduction the ovary periodically gave 
off a mature ovum for fertilization and implanta- 
tion. Without this, the endocrine function of the 
ovary would be fruitless 

In the process of elaboration of hormones it was 
necessary that the arterial and venous blood 
supply should be sufficient at all times. In pro- 
viding mature ova, it was inevitable that the ovary 
should cyclically undergo periods of growth and 
regression in size. These changes, involving as they 
did the growth of Graafian follicles and formation 
of corpora lutea, involved changes in the size of 
the ovary. This in turn required that vascular 
idaptations should take place within the ovary, 
ind this was the first vascular relationship he 
would discuss, The other ovarian-vascular rela- 
tions he would describe were concerned with the 
growth and development of the ovarian vascula- 
ture before adolescence on one hand, and _ its 
itrophy at the time of the menopause on the other 
Finally, he would show abnormal vascular patterns 
in the ovary associated with the presence of folli- 
ular cysts 

He then described two basic vascular patterns of 
the ovary, that of the rabbit and that of the human 
being. The former was simple, the latter complex, 
but the fundamental pattern in each was identical. 
Because, however, of the less complex structure in 
the rabbit clearer vascular and ovarian functional 
correlations could be demonstrated in the ovary of 
this animal. 

In the rabbit, the ovarian artery on entering the 
hilus of the ovary, divided into two branches, one 
passing cephalad, the other caudally. Both 
formed helical spirals of diminishing diameter and 
the vessels themselves became smaller and smaller 
in diameter. Along their separate courses they 
save off small arterial branches which supplied the 
ovarian stroma in the immediate vicinity. In con- 
trast to the supply of blood by the spiral artery 
in the ovary, drainage of venous blood from the 
ovary was accomplished by a number of converg- 
ing venous channels which left the ovary by way 
of one or two large veins in the mesovarium. 

In the human being the ovarian artery passed 
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through the hilus of the ovary. It was continuous 
with a branch of the uterine artery from below 
As it passed through the base of the ovary, the 
ovarian artery gave off many branches. These 
divided at once into several smaller branches and 
these were helical spirals of diminishing diameter, 
each one exactly like its counterpart in the ovary 
of the rabbit. There might be as many as 2 to 3 
dozen spiral arteries ina human ovary. The venous 
drainage in the human ovary was by way of a 
large pampiniform plexus in the hilus of the ovary 

The functions of the spiral arteries were to con- 
trol arterial blood-pressure in the ovary and to 
equalize the flow of blood to all parts of the ovary; 
they did this in an efficient manner, calculated to 
maintain a streamlined flow of blood, in this way 
preventing turbulence with its resultant distur- 
bance to smooth and equal blood flow to all parts 
of the ovary. 

Turning to vascular adaptations which take 
place during ovulation, Dr. Reynolds said that 
this process had been demonstrated in rabbits 
because of the ease of controlled observations on 
the point. In mature virgin rabbits the ovarian 
spiral arteries were tightly coiled. After the intra 
venous injection of a gonadotrophic hormone, an 
orderly and progressive series of changes took 
place. The coils became separated, flattened, and 
eventually extended so that, over a period of 48 to 
72 hours, the artery was no longer coiled but 
undulating. The basic cause of these changes was 
the generalized follicular stimulation throughout 
the entire ovary which caused this organ to en- 
large. Only a few mature follicles ovulated, but 
many grew. In the next few days, the unovulated 
but stimulated follicles underwent atresia. At the 
same time, the ovary became smaller, and the 
ovarian spiral arteries became recoiled. The 
presence of growing and developed corpora lutea 
did not modify the process. 

Thus while lowering blood-pressure in, and 
equalizing the flow of blood throughout, the entire 
ovary the blood vessels at the same time adapted 
themselves readily to the normal growth and 
regression in size of the ovary associated with 
ovulation. 

Turning to consideration of the condition of the 
ovarian blood vessels in the foetus and infant, Dr. 
Reynolds said that his colleague, Dr. Delson, had 
shown that in the ovary of a seven-month human 
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foetus, there were no spiral arteries yet developed 
in the ovary. At the time of birth or shortly 
afterwards there was the beginning development of 
an adult type of ovarian vasculature. By 3 months 
of age this had undergone involution, and the 
ovary of the small child lacked the essential pat- 
tern of arteries that was present to a degree at 
birth and fully developed during sexual maturity. 

In the ovary, therefore, there occurred the exact 
counterpart of the natal growth and postnatal 
regression of the uterus, attributable to the pre- 
partum influence and postpartum withdrawal of 
maternal hormones. 

Dr. Delson had also shown that the ovaries of 
women who had passed the reproductive period of 
life were devoid of the spiral arteries which were 
so abundant in the actively functioning ovary. The 
atrophy of these vessels was not the result of 
vascular degenerative disease, for women with 
various types and severe degrees of vascular 
diseases, who still menstruated, had ovaries richly 
supplied with ovarian spiral arteries. 

His conclusions from these observations were 
first that maternal oestrogens temporarily stimu- 
lated growth of the small arteries in the human 
ovary, and secondly that withdrawal of hormonal] 
influences either after birth or after the repro- 
ductive period of life caused atrophy of the ovarian 
spiral arteries. The sex hormones caused these 
vessels to grow and be maintained, just as in the 
uterus and the breasts. 

The developed vasculature of the ovary was 
therefore to be regarded as a secondary sex 
characteristic. The arteries of the ovary partici- 
pated in the changes which occurred at puberty 
and as they in turn grew and developed they con- 
tributed in an accelerating way to the entire 
process of the development of sexual maturity. 
Only when the blood vessels of the ovary were 
fully developed after a long period of preparation, 
did the pituitary gonadotrophic hormones reach 
the substance of the ovary in adequate concentra- 
tion to stimulate the second group of ovarian 
follicular growth, ovum 
the processes of 


those of 
eventually 


functions, 
maturation, 
ovulation and luteinization. 

Finally, Dr. Reynolds discussed certain ab- 
normal features of the ovarian vasculature 
associated with benign ovarian cysts. 

His attention had been drawn to this condition 


and 
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when he encountered corpora haemorrhagica and 
large follicular cysts in some rabbit ovaries after 
injection of gonadotrophic hormones. Without 
going into a discussion of presumed causes he 
would only say that wherever a cyst was found, it 
was located at a point distal to a localized region 
of vascular distortion. In one ovary the vascular 
distortion and the cysts were limited to one pole of 
an ovary, while normal ovulation and no vascular 
distortion were found at the other pole of the 
ovary, After disappeared, there might 
remain a marked degree of residual vascular distor- 
tion. 


cysts 


In the human, similar vascular changes had been 
seen and carefully studied by Dr. Delson. Although 
the vasculature of the human being was more 
complex and the associated vessels for that reason 
were more difficult to localize, even so vascular 
distortion of the blood vessels about the cyst was 
a regular occurrence. 

In conclusion, therefore, he would say that, if 
gynaecologists were to understand the various 
aspects of ovarian hypofunction, of ovarian dys- 
function and possibly of hyperfunction as well, 
they could not disregard the possible role which 
a deficient or a disturbed vascular pattern might 
play. To consider it would be a stepping stone to 
understanding. To fail to do so would leave them 
with inadequate knowledge of the ovary and of the 
steps best calculated to be effective in the treat- 
ment of ovarian disorders. 


Discussion. 

Professor T. N. A. Jeffcoate pointed out that 
Dr. Reynolds’s research might necessitate a reori- 
entation of our ideas on some forms of ovarian 
pathology. Thus factors as diverse as pelvic infec- 
tion and psychological upset might affect ovarian 
function primarily by virtue of vascular changes. 

Professor R. G. Harrison had found the vascula- 
ture of the human testis very similar to that of the 
ovary but more complicated. The spirals of the 
artery in the spermatic cord were not under _hor- 
monal influence although those in the testicle 
probably were. 

Mr. D. C. Racker conjectured that the spiral 
arteries of the ovary might by their uncoiling and 
recoiling play a part in the actual phenomenon of 
ovulation, comparable to the part played by the 
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arteries in the endometrium in the onset of men- 
struation. 

Mr. H. V. Corbett enquired what effect the 
transection of the infundibulo-pelvic ligament as 
advocated in ovarian dysmenorrhoea would have 
on the blood supply to that ovary. Dr. Reynolds 
replied that he did not know for sure. Ovarian 
function might be influenced by such an operation 
but hardly jeopardized because of the free anasto- 
mosis between the uterine and ovarian arteries. 


Mr. L. M. Snaith wanted to know whether pro- 
lapse of the ovaries consequent on retroversion of 
the uterus affected ovarian blood supply and 
function or whether there was some compensatory 
mechanism for displacements. Dr. Reynolds re- 
plied that the compensatory vascular mechanism 
he had described was inside the ovary, but that 
changes in ovarian position might have some effect 
by causing congestion in the pampiniform venous 
plexus, a structure peculiar to the human ovary. 
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HOSPITAL REPORTS 


MEDICAL AND CLINICAL REPORTS OF THE 
WOMEN’S HOSPITAL, CROWN STREET, 
SYDNEY 


FROM IST JULY, 1948, TO 30TH JUNE, 1949 


THERE are apparently conflicting total figures of 
the deliveries taking place during the year. The 
total number of women delivered (including 9 m 
the district) is given on page 10 as 5,830 while the 
total number of births is given on page 41 as 4,824. 
rhe paediatric section of the report cannot be 
strictly related to the obstetric section as the total 
number of infants born is given as 4,858 (excluding 
10 non-viable foetuses) including 64 sets of twins 
(excluding 2 sets of non-viable twins). In the 
obstetric section there are stated to have been 55 
sets of twins (excluding 2 sets of pre-viable twins). 

There were 9 maternal deaths. In these an 
important element, and in some cases the funda- 
mental cause of death, was cardiac disease 3, 
toxaemia 4, placenta praevia 1, and sepsis 1. Of 
these at least 6 would appear to have been unavoid- 
able, at any rate as far as the hospital was con- 
cerned. 

There was maternal morbidity in 198 cases (4.1 
per cent). The standard of pyrexia adopted is 
said to be that of the British Ministry of Health 
‘“namely a temperature of 100.4°F. in the first 
10 days of the puerperium, or recurring during that 
period.’’ That this is not the British Ministry of 
Health's standard of puerperal pyrexia will be 
evident to most readers. 

Placenta praevia occurred in 46 patients. There 
was 1 maternal death (4.3 per cent); the foetal 
wastage, after exclusion of two pre-viable foetuses, 
was 39.1 per cent. In 50 cases of accidental 
haemorrhage there was no maternal death and the 
foetal wastage was 30 per cent. The foetal 
mortality in uncomplicated breech delivery was 
10.4 per cent, but this figure includes breech 
delivery in both primigravidae and multigravidae 
and it is not possible to calculate these separately 
from the particulars given. 


The stillbirth rate was 20.7 per 1,000 births or 
excluding premature foetuses 11.2 per 1,000 births 
at term. The neonatal mortality was 21.3 per 
1,000 births, or 9.1 per 1,000 births excluding 
premature infants. The combined stillbirth and 
neonatal death rate was 42 per 1,000 births or, 
if premature births are excluded, 19.4 per 1,000 
births at term. Single case data are given of still- 
births and neonatal deaths. 

The concluding sections of the report deal with 
the isolation block and gynaecological departments. 
Of the 1,207 patients discharged from the isola- 
tion block 783 were cases of abortion; 3 deaths 
occurred among the abortions each due to Clos- 
tridium welchii infection. Brief details are given 
of the diseases affecting the 599 patients discharged 
from the gynaecological wards and the operations 
performed 


UNIVERSITY OF OTAGO, NEW ZEALAND, 
DEPARTMENT OF OBSTETRICS AND 
GYNAECOLOGY 


TENTH AND ELEVENTH REPORTS 


THE work is carried on in Queen Mary Maternity 
Hospital, Dunedin. The practice in this hospital 
is to issue a report after every 1,000 deliveries in 
the maternity department, and to report on the 
gynaecological work done during the period over 
which the 1,000 deliveries occurred. The Tenth 
Report is said to cover the period from November 
1947 to September 1948 inclusive, and the Eleventh 
Report the period from November 1948 to 
November 1949 inclusive. The month of October 
1948 would, therefore, appear to have been omitted 
from the surveys altogether. As such a deliberate 
omission is unlikely there is probably an error in 
the stating of the periods surveyed. 

Among these 2,000 deliveries there were 3 
maternal deaths (0.15 per cent). In all 3 toxaemia 
was the fundamental cause. One died 2 hours 
after admission while progressive anuria occurred 
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in the other 2. All 3 were emergency admissions 
Ihe total infant loss was 63 (3.1 per cent). 

In the Tenth Report there is an interesting 
summary of the results of 10,000 consecutive 
deliveries. The maternal mortality was 21 (0.21 
per cent) with a total infant loss of 183 (1.9 per 
cent) 

Ihe high standard of the work which has been 
maintained over the years is reflected in these 


re ports. 


152ND ANNUAL REPORT OF THE SOCIETY 
OF THE LYING-IN HOSPITAL OF THE CITY 
OF NEW YORK 


For THE YEAR 1950 


DurRING the year 4,830 adult obstetric patients, 
imong whom there were 3,842 deliveries, and 2,050 
gynaecological patients were discharged from the 
hospital which contains 130 obstetric beds and 
76 gynaecological beds. Two maternal deaths 
occurred in the obstetric department: 1 before 
delivery due to heart disease and 1 from recurrent 
malignant neoplastic disease. In the gynaeco- 
logical department there were 10 deaths of which 
9 occurred in patients suffering from malignant 
neoplastic disease. 

The report contains 3 tables of considerable 
interest, Maternal Mortality, Foetal Mortality, 
ind Mortality on the Gynaecological Service, in 
each case for the period 1st September, 1932, to 
31st December, 1950. These show the continued 
high standard of the hospital’s work and the 
perusal of them must be a source of gratification 
to all connected with the hospital. 

The information given in the rest of the report, 
however, is rather disappointing. The details from 
the gynaecological department are adequate, but 
this is hardly so in the case of the obstetric 
department. Here in some 5 or 6 pages numerical 
details are presented of total discharges, total 
infants born, ectopic pregnancy, syphilis, toxaemia, 
type of pelvis, presentation, operations, indications 
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for Caesarean section, haemorrhage, morbidity, 
maternal mortality, and infant mortality. 

It is surprising to find that the obstetric forceps 
was used in 1,031 deliveries—an incidence of 26.8 
per cent. Caesarean section was employed on 179 
occasions (4.7 per cent). These two operations 
alone, therefore, were employed for 31.4 per cent 
of the total deliveries. In other words almost one 
parturient patient in three was delivered either 
by forceps or by Caesarean section. It is a little 
difficult to reconcile these facts with the interest 
in natural childbirth professed in the introductory 
pages of the report. 


UNIVERSITY OF MARYLAND, 
DEPARTMENT OF OBSTETRICS, 
STATISTICAL SUMMARY 


FROM IST JULY, 1949, TO 30TH JUNE, 1950 


THIs purely statistical summary is reprinted from 
the Bulletin of the School of Medicine. There 
were 3,292 patients delivered and discharged among 
3,586 patients discharged from the hospital. There 
was rt maternal death attributed to spinal 
anaesthesia in a patient about to have Caesarean 
section for contracted pelvis. Postmortem section 
resulted in a living child. 

In numerical tabular form there are presented 
the total numbers of patients, with maternal 
mortality, stillbirth and neonatal death rates, the 
varieties of presentation encountered, the types of 
delivery, operations and procedures not including 
delivery, complications, causes of premature 
labour, aetiology of stillbirth and of deaths in the 
live born, maternal morbidity and mortality. 

An outstanding feature of this report is that only 
42.7 per cent of the deliveries were spontaneous 
while 57.3 per cent of the deliveries were operative. 
The obstetric forceps was used on 1,658 occasions, 
an incidence of 50.6 per cent. It would seem that 
in Maryland labour is considered, more often than 


not, not to be a physiological process. 
ANTHONY W. PURDIE 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. 
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1127. The ‘* Clear ’’ Ciliated Epithelial Cells of the 
Mucous Membrane of the Human Uterus (Ueber die 
‘‘hellen’’ Flimmerepithelzellen der menschlichen 
Uterusschleimhaut. ) 

By H. HAMPERL. Virchows Arch., 319, 265-281, 
1950. 12 figs., 26 refs. 

Morphological details of the life-cycle of ciliated 
epithelia in polypi and hyperplasia of the uterine 
fundus have been studied at the Institute of 
Pathology of Marburg University. Tissue, 
obtamed at operation, was fixed in formalin and 
the frozen sections were immediately transferred 
to a slide on which they were stained by meta- 
chromizing thionine; the cilia were demonstrated 
by staining with ponceau de xylidine. 

Interspersed among the narrow columnar cells of 
the endometrium were found clear, broad cells 
with large nuclei, arranged singly, in small 
groups, or in sheets. These clear cells were 
bulbous, tapering somewhat towards the base and 
the free surface; they appeared to push aside the 
adjoining darker, non-ciliated cells. Within these 
clear cells a ‘‘ ciliary vesicle ’’ forms which travels 
towards the free edge of the cell, breaks open, and 
displays the cilia which now~forms a fringe all 
over the free surface of the cell; this fringe may 
be discharged from the cell by apocrine secretion 
in the form of a globule bearing cilia all over its 
surface. Evidence is adduced that all ciliated 
cells of the hyperplastic endometrium are ‘‘ clear ’’ 
cells. But not all clear cells are ciliated; clear cells 
are of three types, namely: (1) ciliated, (2) 
migrating lymphocytes, (3) special non-ciliated 
clear cells. 

{This paper is illustrated by very clear and con- 
vincing photomicrographs (magnification x 600). ] 

N. Alders 


1128. Quantitative Exfoliative Cytology, Differen- 
tial Counting of Cervical Smears Stained for Glycogen 
in Cases of Pregnant and Non-pregnant Women. 

By A. G. Foraker and D. L. BRawner. Arch. 
Path., 51, 201-204, Feb. 1951. 6 refs 


1129. The Radiological Investigation of the Pelvic 
Veins in the Female. (Exploration radiologique des 
veines du bassin chez la femme.) 

By P. Gutruem, R. Baux, J. Fournte, and J. 
Pattte. Gyniéc. et Obstét., 49, 432-442, 1950. 
9 figs., 11 refs. 


1130. The Functional Significance of the Inner- 
vation of the Ovary and the Uterus. (Von der Bedeu- 
tung der Innervation fiir die Funktionen des Ovars 
und des Uterus.) 

By K. Koppen. Dtsch. med. Wschr., 76, 
105-108, Jan, 20, 1951. 3 figs., bibliography. 
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1131. The Relation of the Neostigmine Effect to the 
Histology of the Endometrium. (Die Beziehungen des 
Prostigmin-Effektes zum histologischen Endometri- 
umbild.) 

By R. Etert. Gynaecologia, Basel, 131, 38-50, 
Jan. 1951. 44 refs. 


1132. The Structure of Human Uterine Muscle and 
the Behaviour of the Fibres during Contraction. (Ein 
Beitrag zur Kenntnis der Struktur der menschlichen 
Uterusmuskulatur und der Faserverschiebung bei der 
Kontraktion. ) 

By H. WaGner. Arch. Gynik., 179, 105-114, 
1950. 13 figs., 14 refs. 
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1133. Histochemical Investigations into the Occur- 
rence of Plasmalogen in the Female Genital Tract. 
( Histochemische Untersuchungen tiber das Vorkommen 
von Plasmalogen im weiblichen Genitaltraktus. ) 

By G. SCHAFER and H. E. Rotorr. Zbl. Gynik., 
72, 1583-1586, 1950. 4 figs., 5 refs. 


1134. 8-Glucuronidase Activity in the Rat Uterus. 
By S. L. Leonarp and E. Endocrin- 
ology, 47, 331-337, Nov. 1950. 11 refs. 


1135. Histochemical Studies of the Relation of the 
Plasmalogen Content of the Genital Tract of the White 
Mouse to Ovarian Function. (Histochemische Studien 
iiber die Abhangigkeit des Plasmalogengehaltes von 
der Ovarialfunktion im Genitaltractus der weiben 
Maus. ) 

By G. ScHaFER and H. G. MULLER. Arch. 
Gynik., 179, 67-74, 1950. Io figs., 2 refs. 

1136. The Influence of Leptazol Shock on Hormone 
Production with Special Reference to the Hypothala- 
mic and Hypophysial Control of Ovarian Function. 
(Influenza dello shock cardiozolico sulla ormonpoiesi, 
con speciale referimento al sistema: ipotalamo ipofisi- 
ovaio. ) 

By G. Gtorat. Monit. ostet.-ginec., 21, 410-415, 
Nov.-Dec., 1950. 11 refs. 


1137. Some Observations on the Relations of 
Estrogens and Progesterone to the Contractions of the 
Nonpregnant and Pregnant Human Uterus. 

By J. S. Henry, J. S. L. Browne, and E. H. 
VENNING. Amer. ]. Obstet. Gynec., 60, 471-482, 
Sept. 1950. 8 figs., 39 refs. 

The authors present experimental evidence in 
support of a critical refutation of the views of 
Knaus, which are still widely accepted, on the 
inhibition of uterine contractility with absence of 
responsiveness to pituitary extract under the in- 
fluence of the luteal hormone. By means of an 
intrauterine bag and catheter, tracings have been 
obtained by the authors during the luteal phase 
of normal cycles, during anovulation cycles and 
cycles with a deficient luteal phase (as judged by 
endometrial biopsy and low excretion of pregnane 
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diol), and during artificially induced cycles in 
ovariectomized patients. In the presence of a 
normal corpus luteum these tracings show a clearly 
characteristic aspect of spontaneous, slow, and 
irregular contractions with an amplitude many 
times greater than those recorded when the uterus 
is under the influence of oestrogen alone. After 
the injection of pituitary extract they become 
regular and their tone, frequency, and amplitude 
are markedly increased. This becomes still more 
accentuated with the progress of the luteal phase. 
Further experiments have demonstrated that 
uterine motility, far from depending on oestrogen 
alone, is mainly regulated by the synergistic action 
of oestrogen and progesterone together, the opti- 
mal proportions of each, however, not yet having 
been accurately determined. Knaus’s conclusions 
were chiefly based on observations on the rabbit, 
but different conditions govern the action of the 
human uterus. In the rabbit at the end of ges- 
tation the endometrium resumes the oestrogenic 
type, with parallel formation of mature fo!licles, 
rendering reimpregnation possible directly after 
delivery. There the placenta has no endocrine 
function and, the corpus luteum being the organ 
controlling the pregnant uterus, its functional 
withdrawal is the final stage in a series of events 
leading to the onset of labour. In the human, 
however, the placenta is the main source of pro- 
gesterone after the 7oth day of pregnancy, and the 
recent work of Browne and Venning has shown that 
simultaneously with the rise in excretion of oestro- 
gen, there is a steady rise in the output of preg- 
nanediol until the onset of labour. 

The luteal hormone appears therefore to play 
an important part in increasing the contractility 
of the uterus in preparation for the functional task 
it is called upon to accomplish at menstruation 
and in labour. This hypothesis can be applied in 
explanation of certain clinical observations. In 
functional dysmenorrhoea, where the formation 
of a corpus luteum is an essential condition of the 
manifestation of the syndrome, the pain might be 
the result of a dynamic disturbance of uterine 
motility caused by oestrogen-progesterone im- 
balance at the end of the cycle. Similarly, when 
the hormonal preparation of the uterus has been 
interrupted prematurely by abortion, the inefficient 
uterine action so often noted clinically may be 
regarded as a manifestation of insufficient luteal 
influence rather than as a sign of inhibition of 
contractions by progesterone. This is supported 
by the low pregnanediol output which is almost 
always present before the first warning signs of 
abortion appear. The authors conclude by sug- 
gesting that the mechanism of hormonal inter- 
action, although dissimilar in appearance, is 
essentially the same in menstruation as in labour; 
the difference being only in the degree of con- 
tractile strength expended. 

A. Wallach 
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1138. The So-called Restorative Action of Quater- . 


nary Ammonium Compounds, IV. Experiments on the 
Peristaltic Activity of the Isolated Guinea-pig and 
Rabbit Uterus. (Sulla cosidetta attivita’ ristoratrice 
delle basi quaternarie d’ammonio. Nota IV. Esper- 
imenti sull’attivita peristaltica di uteri isolati di cavia 
e di coniglio.) 

By A. Buzzi and M. Camurri, Monit. ostet.- 
— 21, 416-422, Nov.-Dec., 1950. 6 figs., 9 
refs. 


1139. Effect of Leptazol Shock on the Urinary 
Excretion of Pregnanediol. (Influenza dello shock 
cardiazolico sulla elimenazione urinaria del pregnan- 
diolo controllata col lumetron.) 

By M. Camurri. Monit. ostet.-ginec., 21, 423 
429, Nov.-Dec., 1950. 14 refs. 


1140. Further Observations on the Age of the 
Menarche. 

By D. C. Witson and I. SUTHERLAND. Brit. 
med. ]., 2, 862-866, Oct. 14, 1950. 1 fig., 2 refs. 

The age of the menarche calculated by Probit 
analysis in 3,000 schoolchildren im England 
averaged 13.5 years. Weight and height differences 
appeared to have no causal relation to onset of 
menstruation. Growth in the adolescent girl is 
affected by maturation more particularly in body 
build rather than in height. 

D. B. Fraser 


114t. Time of Ovulation. A Correlation between 
Basal Temperature, the Appearance of the Endo- 
metrium, and the Appearance of the Ovary. 

By C. L. Buxton and E. T. ENGLE. Amer. J. 
Obstet. Gynec., 60. 539-551, Sept. 1950. 5 figs., 
12 refs. 

In order to assess the value of a rise in the basal 
body temperature in indicating accurately the time 
of ovulation, the authors studied its relation to 
changes in the appearance of the endometrium and 
of the ovaries in 18 patients at the Sloane Hos- 
pital for Women, New York, who were awaiting 
laparotomy and who showed the characteristic 
mid-cycle rise of basal temperature. The patients 
were admitted to hospital several days before the 
expected temperature rise, and laparotomy was 
performed on the day this occurred. (The tempera- 
ture was taken only once daily, so that an error 
of up to 24 hours was to be expected.) At opera- 
tion an endometrial biopsy was obtained and the 
ovaries were examined, any corpus luteum present 
being excised and examined microscopically. 

The authors consider that the interpretation of 
the age of the corpus luteum in days is not an easy 
procedure, but they accepted as normal the 
disappearance of cell mitosis at 12 hours, the in- 
growth of fibroblastic cells at 24 hours, the invasion 
of the new luteum layer by capillaries in 36 hours, 
and complete vascularization by the end of 48 
hours. On this basis, in 6 of the 18 patients there 
was no definite evidence of ovulation having 
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occurred in 2 cases the appearances fell into the 
12-hour group, in 4 into the 24-hour group, in 2 
into the 36-hour group, and in the other 4 they 
were equally divided between the 48- and 72-hour 
groups. The changes in the endometrium, on the 
other hand, were much less advanced, no evidence 
of luteal activity being found until the corpora lutea 
were at least 36 hours old. 

From these findings it appears that there can 
be a difference of up to 4 days between the time 
of basal temperature rise and the time of ovulation, 
and the authors therefore consider it not to be a 
suitable method for clinical use unless its limita- 
tions are fully appreciated. 

Elaine M. Sunderland 


1142. The Functional Value \of the Endocrine Glands 
of the Ovary, as shown by their Appearance. (La 
valeur fonctionnelle des glandes endocrines de l’ovaire 
laprés leur aspect morphologique.) 

By G. Duspreutt. Ann. Endocrinol., Paris, 11, 
993-595, 1950. 


1143. The Glycogen-Estrogen Relationship in the 
Vaginal Tract. 

By W. B. Ayre. J. clin. Endocrinol., 11, 103 
110, Jan. 1951. 3 figs., 17 refs. 


PREGNANCY 
NORMAL 

1144. The Elderly Primigravida. A Thirteen-year 
Review. 

3y R. J. Hawkins, W. E. Forey and T. M. 
TrerNey. West. J. Surg. Obstet. Gynec., 59, 
13-18, Jan. 1951. 10 refs. 


1145. Observations on all Births (23,970) in 
Birmingham, 1947. I. Duration of Gestation. 

By J. R. Gipson, and T. McKeown. Brit. J. 
soc. Med., 4, 221-233, Oct. 1950. 1 fig., 8 refs. 


1146. Behaviour of Muscles of the Gravid Uterus. 
A Survey. 

By S. Basu. J]. Indian med. Ass., 20, 142-145, 
Jan. 1951. 7 refs. 


1147. Hyperplasia and Hypertrophy of the Uterine 
Vessels during Various Stages of Pregnancy. 

3y O. H. Sctwarz and W. D. Hawkes, Amer. 
J]. Obstet. Gynec., 60, 967-976, Nov. 1950, 19 
figs., 3 refs. 

In pregnancy the arteries and veins of the 
uterus undergo marked hyperplasia and hyper- 
trophy. This is due to the combined action of 
oestrogens and of progesterone supplied by the 
corpus luteum, and is most marked in the first 4 
months. Afterwards the proliferation diminishes. 
the muscle cells in the media of both arteries and 
veins disperse into the adjacent tissues and thus 
supply the uterine wall with its new muscle cells. 
In the veins the cells are thrown off into the sur- 
rounding muscular wall to such an extent that 
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many veins become mere dilated sinus-like spaces 
with little or no wall left. These changes occur 
whether the uterus is that of a primipara or a 
multipara and subinvolution does not seem to 
affect it. F. ]. Browne 


1148. Porphyrinuria in Normal Pregnancy. (La 
porfirinuria en el embarazo normal.) 

By A. Sopena IBAnez. Acta. ginec., Madr., 1, 
373-386, 1950. 1 fig., 48 refs. 

The author begins with a detailed account of the 
chemistry and physiological role of the porphyrins 
and discusses porphyrinuria as a test of liver 
function during pregnancy, giving an account of 
the differences in porphyrin metabolism in mother 
and foetus. The liver plays an important part 
in the synthesis, storage, and elimination of the 
porphyrins, and any increase in the amount of 
coproporphyrin excreted in the urine in 24 hours, 
which normally varies between 35 and 49 ng., 
indicates some degree of liver insuffictency. Such 
increased excretion occurs during the first half of 
pregnancy, but during the last few months there 
is no maternal coproporphyrinuria as the foetus 
has by then an active porphyrin metabolism and 
stores all the maternal porphyrins. 

René Méndez 


1149. Thiosulphate Clearance in Pregnancy. 

By C. Lamsiorre, J. BLANcHARD, and S. GRarF. 
J. Clin. Invest., 29, 1207-1213, Sept, 1950. 3 figs., 
33 refs. 

Believing that the renal clearance of thiosul- 
phate from the blood is a reliable guide to renal 
function, the authors made a study of thiosul- 
phate clearance in normal and pregnant women. 
At first, a single intravenous injection of thiosul- 
phate was given in order to examine the excretion 
of the substance during decreasing plasma concen- 
tration. Later, the thiosulphate was given by 
continuous intravenous drip so that the plasma 
concentration level was kept constant. For com- 
parison, inulin clearance tests were also carried 
out on 20 pregnant women. The effect of the 
administration of carinamide (4/-carboxy-phenyl- 
methanesulphonanilide) and  p-aminohippurate 
(PAH) on the excretion of these substances was 
also observed. 

It was found that the average value for thio- 
sulphate clearance was substantially greater than 
that for inulin clearance, especially in pregnant 
women, and that this discrepancy was greater at 
low than at high plasma concentrations of thio- 
sulphate. The ratio of the thiosulphate clearance 
to inulin clearance thus increased as the thiosul- 
phate concentration in the plasma fell, showing 
that in women thiosulphate is probably excreted 
in part by the renal tubules, which become over- 
loaded when the plasma concentration rises, their 
excretory power thereby diminishing. Both PAH 
and carinamide, which diminsh tubular excretion, 
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were found to depress the thiosulphate : inulin 
clearance ratio. S. Karani 


1150. Metabolism of Women during the Repro- 
ductive Cycle. XVII. Changes in Electrophoretic 
Patterns of Plasma Proteins throughout the Cycle and 
Following Delivery. 

By M. N. Coryeit, E. F. Beacu, A. R. 
Ropinson, I. G. Macy, and H. C. Mack, /. clin. 
Invest., 29, 1559-1567, Dec. 1950. Bibliography. 


i151 The serum u-Tocopherol Level in Normal Preg- 
nancy, in Toxaemia of Pregnancy, and in the Puer- 
perium. (Livelli serici di vitamina E nella gravidanza 
normale nelle tossicosi gravidiche ed in puerperio. ) 

By L. and M. Masseé1. Acta. vita- 
min., Milano, 4, 197-202, Oct. 1950. 42 refs. 

Serum «a-tocopherol level was estimated in 34 
cases. A comparatively low tocopherol level was 
found in 4 normal women (about 1 mg. per 100 mil.); 
in 5 healthy pregnant women near to term the 
tocopherol level, however, appeared considerably 
raised (about 1.4 mg. per 100 ml.). In 15 cases of 
toxaemia of pregnancy the tocopherol concentra- 
tion was grossly reduced to an average of 558 ng. 
per 100 ml., with a maximum of 860 ng. and with 
i mininium of 300 ug. per 100 ml. There seemed 
to be some correlation between the severity of the 
toxaemia and the tocopherol level. Several writers 
have tried to find a causal relation between blood 
tocophero! level and hormonal changes during 
pregnancy but, in the opinion of the present 
authors, the reduction in the blood tocopherol 
content is the sequel, not the cause, of the patho- 
logical and metabolic changes connected with the 
toxaemia of pregnancy. 

The tocopherol level was also examined in 10 
cases in which the puerperium was normal, A 
vetrv low level was found during the first 2 days 
(as low as 277 wg. per 100 ml.) but it became normal 
again 10 days after delivery Z. A. Leitner 


1152. Effect of Pregnancy on the Urinary Tract. 
By G.C. Pratuer. J. Mich. med, Soc., 50, 41-44 
and 56, Jan. 1951. 4 figs., 13 refs. 


1153. Conception in Spite of Extreme Oligozoo- 
spermia. 

By M. M. Wurre and M. Barton. Brit. med. J., 
1, 741-742, Apr. 7, 1951. 


1154. Secondary Effects of Insemination on the 


Woman. (Efectos secundarios de la inseminacién en 
la mujer.) 
By C. Cotmerro-Laroret. Rev. clin. esp., 39, 


260-264, Nov. 30, 1950. 26 refs. 


1155. Sperm Survival at Estimated Ovulation Time: 
Comparative Studies in Morphology. 

By M. R. ConeEn and I, F. Srein. / Urol., 65, 
467-473, Mar. 1951. 
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i150. The Blocking Arrangements and Arterio- 
venous Anastomoses in the Foetal Vessels of the 
Human Placenta. (Dispositivi di blocco ed anasto- 


mosi artero-venose nei vasi fetali della placenta 
umana.) 
By V. Danestno. Arch. Ostet. Ginec., 55, 


251-272, May-June, 1950. 14 figs., 34 refs. 

1157. Growth factor of the Placenta. (Elément de 
croissance du placenta.) 

By Z. Moskwa. Schweiz 
108-109, Feb. 3, 1951. 


Wschr., 81, 


med, 


1158. The Estimation of Fetal Maturity by Roent- 
gen Studies of Osseous Development. Preliminary 
Report. 

By A. Curistie, M. Martin, E. L, 
G., Hupson, and J. C. Lanter. Amery. J. Obstet. 
Gynec., 6, 133-139, July 1950. 1 fig., 3 refs. 

The accurate estimation of foetal maturity 
assumes great importance whenever termination of 
pregnancy is contemplated. The usual methods 
of determining the estimated date of confinement 
based on menstrual history, date of fruitful coitus, 
quickening, uterine measurements, and even 
cephalometry still leave much to be decided. The 
authors have therefore attempted to determine the 
validity of a method of estimation of maturity 
from the radiological evidence of the osseous 
development of the foetus during the last few 
months of pregnancy. For the purpose of this 
examination 100 X-ray films taken during preg- 
nancy were examined, and the presence or absence 
of the distal epiphysis of the femur and of the 
proximal epiphysis of the tibia, the estimated 
weight of the foetus, and the estimated number 
of weeks of gestation were recorded in each case, 
and the radiological estimate of maturity compared 
with those made by calculation from the men- 
strual history, and from the length and weight of 
the foetus at birth and the clinical impression of 
its maturity. Both antero-posterior and_ right 
antero oblique radiographs were taken as a routine, 
and whenever required a lateral view was also 
taken. 

The study revealed a_ definite correlation 
between the increase in weight of the foetus and 
the number of ossification centres present. It was 
also established that maturity could not be judged 
solely by the presence of ossific nuclei for the distal 
femur and proximal tibia. An error of 10 per cent 
is likely when the centres are either both present 
or both absent, while the error increases to 20 per 
cent when only the distal femoral epiphysis is 
considered. 

The authors also compared the radiological 
estimate of the weight of the foetus with that 
computed from the birth weight. They found that, 
with the exception of 2 cases, where both centres 
present the foetus weighed over 2,500 g. The 
authors’ estimate of foetal weight was correct to 
within 500 g. of the actual birth weight in 76 per 
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cent, and in 92 per cent of cases the error was less 
than 750 g. 

The authors state that their radiological esti- 
mates of maturity agree slightly better than those 
obtained from the menstrual history with the actual 
maturity of the foetus at the time of estimation as 
computed from the birth weight. 

J. Rabinowitch 


1159. A Comparative Study of Chemical Tests for 
the early Diagnosis of Pregnancy, including a New 
Colorimetric Determination. 

By R. L. MerKEL. Amer. /. Obstet. Gynec., 60, 
827-833, Oct. 1950. 1 fig., 12 refs. 

[he technique of four new pregnancy tests is 
described: the Richardson test, demonstrating 
increased titres of free oestrone in human preg- 
nancy urine; the Mack-Parks test, depending on 
the extraction and precipitation of pregnanediol; 
The Carson-Saeks test, detecting histidine in the 
urine; and the Richardson test as modified for use 
with a photoelectric colorimeter. 

rhe results obtained from 1,901 analyses of urime 
from 507 women in the obstetrical and gynaeco- 
logical services of the Ravenswood Hospital are 
divided into three groups. In the first group, of 
normal women under 38 years ot age, the author’s 
test was 97.5 per cent accurate, the Richardson 
test 93.5 per cent, the Mack-Parks test 92.7 per 
cent, and the Carson-Saeks test 88.7 per cent. In 
a group of pregnant women under 38 the accuracy 
was respectively 93.3 per cent, 91.7 per cent, 91.7 
per cent, and 88.8 per cent. In the third group, 
of premenopausal patients over 38 years of age, 
the accuracy was 88.8 per cent with the author’s 
technique and 82.7 per cent with Richardson’s 
method. 

A significant degree of correlation existed 
between these tests and the clinical course in cases 
of threatened abortion, one or more tests becom 
ing negative before pregnancy terminated. The 
oestrone test was 79.2 per cent accurate and the 
pregnanediol test 95.8 per cent. 

D. W. Higson 

1160. Biological Diagnosis of Pregnancy. (Diagno- 
stico biologico de la gestacion.) 

By F. Munoz Ferrer. Toko-ginec. pract., 9, 
383-394, Aug.-Sept. 1950. Bibliography. 

If geraniums or gladioli are placed in solutions 
containing urinary gonadotrophins there is a con- 
siderable increase in the rate of growth in 24 hours 
compared with that occurring in ordinary water. 
The growth rates in solutions containing proges- 
terone, testosterone, oestrone, vitamins B and C, 
and urine from women at different stages of preg- 
nancy and from males were compared. In 87 per 
cent of 390 tests in which pregnancy urine was 
used the rate of growth increased. There is a long 
description of the flowers used, a short account of 
the technique involved, and a very extensive 
bibliography. Réne Méndez 


1101. Aschheim-Zondek Test with Urines from Non- 
pregnant Tuberculous Women. 

By B. M. Hopson. Brit. med. j., 1, 623, Mar. 
24, 1951. 9 refs. 

1162. Demonstration of the Presence of Chorionic 
Gonadotrophin by Induction of Ovarian Hyperaemia 
in Rats. (Prukaz choriongonatropinu hodneceny podle 
ovarialni hyperemie krys.) 

By J. Horsky. Ceskoslov. Gynaek., 15, 527 
536, 1950. 35 refs. 

Various factors which might influence the results 
in the ovarian hyperaemia test were investigated. 
Young rats were given subcutaneous injections of 
chorionic gonadotrophin or pregnancy urine, 2 
animals of the Wistar strain being used in each 
test. Optimal results were achieved with animals 
4 to 5 weeks old and weighing 30 to 50g. The 
urine need not be prepared, but fresh or refriger- 
ated morning urine not older than 16 hours must 
be used. The injection is given in one single dose 
The minimum effective dose depends on the time 
interval from injection to reading of the result: 
it is 1 international unit in 12 hours. For earlier 
or later reading the minimum effective dose is 
larger. The animals are killed by gas as this makes 
the hyperaemia more distinct, and the abdomen 
is opened immediately. With all these conditions 
observed, only 3 out of 208 tests were wrong: 
98.1 per cent of positive and 98.3 per cent negative 
results were correct. According to the author this 
method is as exact as the original Aschheim- 
Zondek and Friedmann tests, and is much simpler 
and quicker A. Rohan. 


1163. Reliability of Papanicolaou’s Cancer Detec- 
tion Technic. 

By W. K. CuyLer, L. A. Kaurmann, V. H. 
TURNER, and R. T. Parker. Sth med ]., 44, 
52-56, Jan. 1951. 9 refs. 


1164. An evaluation of the Rana pipiens Male Frog 
Pregnancy Test. 

By R. W. Masters, M. E. Brack, and D. J. 
RANDALL. Amer. ]. Obstet. Gynec., 60, 752-762, 
Oct. 1950. 1 fig., 10 refs. 

This report from the Western Reserve University 
School of Medicine gives the results of three 
separate biological pregnancy tests on 400 urine 
specimens. The Rana pipiens (male) test proved 
94 per cent accurate, the Xenopus laevis (female) 
test 93 per cent, and the Aschheim-Zondek rat test 
88 per cent. 

For the Rana pipiens test 2.5 ml. and 5.0 ml. of 
untreated, clean, morning urine are injected sub- 
cutaneously into the dorsal lymph sacs of two 
frogs. By gently squeezing the animals urine 
is obtained for examination for spermatozoa. 

Of 149 correct positive Rana pipiens reactions, 
147 were positive in both animals and 2 weakly 
positive in one only. These were the only two 
discrepancies between duplicate frogs in 400 tests. 
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There were 228 correct negative reactions, Of the 
two false positive results, one was given by a 
lactating mother 6 months postpartum, the 
other by a patient with a history of irregular bleed- 
ing who might have been pregnant and mis- 
carried. There were 21 false negatives with the 
Rana pipiens test. This was due to timing of the 
test in relation to the last menstrual period, as the 
results were uniform im all three tests. Excluding 
these negatives, where the chorionic gonadotrophic 
hormone is assumed to be absent from the urine, 
the accuracy of the frog test was nearly 99 per cent. 
The ideal time for the tests is stated to be 6 to 15 
weeks from the last menstrual period. 

The relative sensitivity, in patients known to be 
pregnant, was in the ratio of 2:1:0.6 between the 
Rana pipiens and Xenopus laevis rat tests respec- 
tively. The estimation of the spermatozoa con- 
centration in the Rana pipiens test showed that the 
strength of response bears a direct relationship to 
the titre of gonodatrophic hormone. The highest 
concentrations were observed in 2 confirmed cases 
of hydatidiform mole. With the higher dose of 
urine 63 per cent of reactions occurred within 3 
hours. It is necessary to make the final check 5 
hours following injection. The frogs are rested 
for one week before re-use. The specificity of 
response was checked against injections of oestrone, 
progesterone, diethylstilboestrol, thyroid extract, 
caffeine citrate, and acetyl-salicylic acid. No 
spermatozoa were produced. 

An account is given of Rana pipiens husbandry, 
and stress is laid on the need for their proper care 
to eliminate death while on test. The tank used 
is illustrated. 

It is concluded that the Rana pipiens test for 
pregnancy is simple, rapid, accurate, and econo- 
mical for routine used. D. W. Higson 


1165. The Hormonal Diagnosis of Pregnancy with 
the Young Male Rana esculenta. (Die hormonale 
Schwangerschaftsdiagnose aus dem Harn mit 
Esculenten-Mannchen.) 

By H. Paut. Arztl. Forsch., 5, 15-28, Jan. 10, 
1951. 5 figs., bibliography. 


ABNORMAL 

1166. Red Lights in Obstetrics. 

By S. A. Coscrove, J. Jowa. med. Soc., 41, 1-6, 
Jan. 1951. 


1167. Aetiological Factors Predisposing to Hyper- 
tensive Complications in Pregnancy. (ls facteurs 
étiologiques prédisposant aux complications hyper- 
tensives de la grossesse.) 

By P. and D. Friter. Sem. Paris, 
27, 163-166, Jan. 14, 1950. 28 refs. 


1168. The effect of Oxygen Lack on Development 
of the Mammalian Foetus. (Untersuchungen iiber den 
Einfluss des Sauerstoffmangels auf die fétale Entwick- 
lung von Saugetieren.) 
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By A. WERTHEMANN, M. REINIGER, and H. 
THOELEN. Schweiz. Z. allg. Path., 13, 756-779, 
1950. Bibliography. 

The effects of oxygen lack on mammalian foetal 
development were studied in (a) pregnant rabbits 
subjected to constriction of the uterine artery 
on one side, and (b) pregnant rats subjected to low 
atmospheric pressures. The rabbits were mostly 
operated on 2 to 3 days after mating, and the uterus 
and adnexa were removed 10 to 29 days after 
mating. A total of 68 embryos was obtained from 
10 rabbits, 33 from the operated side and 35 from 
the intact side. Of these, 34 from the intact side 
were normal, but only 23 from the operated side. 
Absorption of the embryo occurred only once on 
the intact side, but 10 times on the operated side. 
Of 13 embryos investigated microscopically several 
showed brain abnormalities such as hydrocephalus, 
haematocephalus, and maldevelopment of the mid- 
brain. 

In the experiments on rats 24 pregnant animals 
were studied. These were fed on a standard diet 
and then kept for 48 hours in a pneumatic 
chamber. One group was kept at a pressure of 760 
mm, Hg., another at 460 mm., anda third at 
360 mm, The average size of litter was less in the 
last 2 groups, being only about half the normal at 


360 mm. Only 6 per cent of the normal group’ 


was stillborn, whereas the 460-mm. group con- 
tained 33 per cent of stillbirths and the 360-mm. 
group 15 per cent. Reabsorption of embryos was 
much more frequent than normal in the low- 
pressure groups, being over 40 per cent at 360 mm. 
The length and weight of the surviving offspring 
were slightly above average, and the period of 
gestation was increased by about 2 days at reduced 
pressure. It is suggested that low oxygen tension 
causes a disturbance of endocrine function result- 
ing in faulty development of the placenta. 
R. Barer 


1169. The Effects of Maternal Dietary Deficiencies 
on the Development of the Foetus. (Répercussions des 
carences maternelles sur le développement de 
l'embryon.) 

By A. Grroup. Rév. med. Liége, 6, 101-107, 
Mar, 1. 1051. 7 figs. 


1170. Effects of Dexedrine Sulfate on Nausea and 
Vomiting of Pregnancy. 

By R. D. ANspauGH. Amer. J. Obstet. Gynec., 
60, 888-891, Oct. 1950. 8 refs. 

Having noted that amphetamine sulphate 
(“‘ dexedrine ’’), given to control hunger in a preg- 
nant woman, also prevented nausea and vomiting, 
the author tried it in 165 similar cases. The patient 
was told to take a 5—mg. tablet on waking up or 
one hour before breakfast for 3 days, and if 
nervousness was not marked, another 5 mg. was 
then given one hour before lunch; occasionally a 
third dose, at 3 p.m., was necessary. When com- 
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plete relief had been obtained, ascorbic acid was 
substituted in order to rule out any purely psycho- 
logical response. 

Of 165 patients, 135 obtained complete and 
lasting relief within 10 days. In almost every case 
there was great improvement after 3 days. Of the 
17 failures 8 had severe hyperemesis, The only 
side-effect noticed was nervousness in 15 per cent, 
but this was overcome by decreasing the dose or 
giving phenobarbitone, 

The author does not claim that amphetamine 
sulphate is more effective than sedatives or anti- 
histamine drugs, but it has the great advantage 
that it stimulates instead of depressing the patient. 

Margaret Puxon 


i171. Experimental Nephrotic Syndrome in Preg- 


nancy, (Sindrome nefrosica spermentale in gravi- 
danza.) 
By N. Vactio. Arch. Ostet. Ginec., 55, 204 


237, May-June, 1950. 2 figs., 26 refs. 


1172 The Syndrome of Lower-nephron Nephrosis in 
Obstetrics. (Sindrome de nefrose do nefron inferior em 
obstetricia. ) 

sy J. J. Pizarro. Rev. Ginec. Obstel., 44, 743 
766, Dec. 1950. 5 figs., 41 refs 

1174. Nephropathia Gravidarum--A Hepatogenous 
Toxaemia? (Nephropathia gravidarum—eine hepato- 
gene Toxikose?) 

By H. Levens and H. 
Gynaik., 179, 75-86, 1950 


EwersBeck. Arch. 


4 figs., 22 refs. 


1174. Prophylaxis and Treatment of Toxaemia of 
Late Pregnancy with Special Reference to Acidifying 
Salts. {In English. | 

By S. PaRVIAINEN, K. Sotva, and C, A. EHRN- 
RootH. Acta. obstet. gynec, scand., 30, Suppl. 3, 
2-39, 1950. 4 figs., 38 refs, 

lhe authors think that Selye’s adaptation theory 
offers many points of contact with their clinical 
experience of toxaemia. According to Selye, 
acidifying salts help to protect the organism 
against diseases of adaptation, hence they added 
acidifying salts (ammonium chloride) to their 
toxaemia regimen. Apart from this and restric tion 
of sodium, diet and fluids are not restricted. 
Ammonium chloride has been found to increase 
diuresis during pregnancy and to cause excretion 
of sodium. The new treatment was started in the 
autumn of 1948 and continued during 1949, so 
that the incidence of toxaemia and eclampsia in 
1949 as compared with that in previous years 
should indicate its value in prevention and treat- 
ment. It is claimed that the symptoms were 
better controlled, eclampsia was less frequent, and 
maternal and foetal mortality and the incidence 
of premature births and of operative deliveries 
were fewer in 1949 than in preceding years, and 
that the results ‘‘ suggest that ammonium chloride 
together with low sodium diet and rest is able, 
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to some extent, to protect the mother’s organism 
against toxaemia and its injurious consequences. 
Because the results are as good as, if not better 
than, those previously obtained the writers feel that 
they are justified in recommending their regimen 
for wider use.’’ The dose of ammonium chloride 
used is 1 g. three times daily. [As during 1949 the 
restriction of sodium was intensified, common salt 
and other sodium salts such as sodium bicarbonate 
being prohibited, it seems to be impossible to say 
whether the good results claimed were due to this 
or to the ammonium chloride. } 
F. J. Browne 


1175. Intravenous Procaine in the Promotion of 
Diuresis in Toxaemia of Pregnancy 

By M. J. Serwer, R. F. Repmonp, A. N. 
VamMeN, J. B. Prrrs, and J. B. Eskrince. / 
Oklahoma med. Ass., 44, 48-50, Feb. 1951. 13 refs. 


1176. The Relationship of Disorder of the Blood- 
clotting Mechanism to Toxaemia of Pregnancy and the 
Value of Heparin in Therapy. 

By B.C. Butter, H.C. Taytor, and S. Grarr. 
Amer. ]. Obstet. Gynec., 60, 564-574, Sept. 1950. 
2 figs., 49 refs. 

This article reports an investigation made to 
study the effect of ‘‘ lepain’’ on pre-eclamptic 
toxaemia, The study was stimulated by the work 
of Obata, who showed that injection of placental 
extract into animals caused increased blood coagul- 
ability, but that after a lethal dose coagulability 
was reduced so much that the blood did not clot 
at all; postmortem examination after a lethal dose 
showed lesions in lungs, liver, and kidneys similar 
to those described by Schmor! in eclampsia. From 
this he suggested that eclampsia may be due to 
maternal lack of a neutralizing substance for pla- 
cental toxin. 

In 1947 Schneider presented evidence that the 
toxic factor in placental extract was thrombo- 
plastin; he found that mice could be protected 
from it by injections of heparin, which he suggested 
might be tried in treatment of pregnancy toxaemia. 

Smith and Smith subsequently adduced evidence 
of a toxin, present in the circulation during men- 
struation and in toxaemia of pregnancy, which has 
a fibrinolytic activity. This evidence was supple- 
mented by the work of Wilson and Munnell. 

The hypothesis based on these findings is that 
the placental cells contain substances which either 
are active, coagulant, and fibrinolytic enzymes, or 
are activators of these systems. When these 
enzymes are liberated from the cells, as may occur 
as a result of anoxia or hormonal disturbance, they 
are immediately neutralized by specific inhibitors. 
If they are liberated in excess, they at first cause 
increased blood coagulation and thrombosis, and 
in greater amounts lead to decreased coagulation 
and haemorrhage. On this hypothesis the enzymic 


effect ought to be counteracted by anticoagulants. 


|| 
4 
7 
q 


REVIEW OF CURRENT LITERATURE 


In the present investigation heparin was used as 
the first anticoagulant substance. As in cases of 
toxaemia of pregnancy reported in the literature 
in which heparin has been given, no consistent 
improvement was seen in the 4 cases thus treated 
by the authors. However, the reaction to heparin 
was interesting, as in 2 severe cases of pre-eclampsia 
large amounts of heparin were required to produce 
an anticoagulant effect, while an eclamptic patient 
responded to a very small dose. This suggests that 
uot only is the coagulation system involved, but 
also the fibrinolytic, leading to increased coagula- 
tion at first and later to decreased coagulation and 
haemorrhage. 

This explanation agrees with Obata’s results, and 
further experiments are being made to investigate 
the fibrinolytic phase; these will be reported later. 

Marie H. Calverley 


1177. The Thromboplastin Activity of the Chorion 
and Dicoumarol. (Attivita tromboplastinica del corion 
e dicumarolo.) 

By I. PANeELLa. 
Sept. 1950. 21 refs. 

Recently heparin and dicoumarol have been used 
in the treatment of toxaemia of pregnancy, follow- 
ing the suggestion of Schneider that this disease is 
due to toxic action by a placental substance similar 
to thromboplastin. The placenta is very rich in a 
substance possessing thromboplastin activity, and 
extracts injected into animals produce a picture 
very similar to that of toxaemia in pregnant 
women, which may be prevented by simultaneous 
administration of heparin. 

The action of dicoumarol was studied in preg- 
nant rabbits and a remarkable decrease in the 
chorionic thromboplastin activity was seen. Dicou- 
marol is not advisable in toxaemia of pregnancy, 
because of its high toxicity to the mother and 
foetus, and only heparin may be tried in suitable 
cases. R. d’ Amico 

1178. Serum Protein Fractionation in Normal and 
in Toxaemic Pregnancy. {In English. | 

By A. L. AtHa. Ann. chir. gyn. fenn. Suppl., 
4, 39, 1-108, 1950. 16 figs., bibliography. 

1179. Protein, Fat and Carbohydrate in the Etiol- 
ogy of Eclamptic Toxaemia. 


Minerva ginec., 2, 364-366, 


By S. S. Garrett. West. J]. Surg. Obstet. 
Gynec., 59, 66-70, Feb., 1951. 34 refs. 

1180. ‘* Alarm’’ in the Etiology of Eclamptic 
Toxaemia. 


By S. S. Garretr. West. J. Surg. Obstet. 
Gynec., 58, 689-693, Dec.1950. 36 refs. 

1181. Cerebral Vascular Changes in Eclampsia. 
(O cevnich zménach na mozku pri eklampsii.) 

By V. Vortec. Cas. Lék. €es.,90, 102-107, Jan. 
26, 1951. 2 figs., 21 refs. 

1182. Maternal Eclampsia and Birth Injuries. 
(Miitterliche Eklampsie und Geburtstrauma. ) 

By K. Hartunc. Arch. Kinderheilk., 141, 36 
45, 1951. 30 refs. 
I 
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1183. Spontaneous Retroperitoneal Hemorrhage 
Complicating Pregnancy. With a Review of the 
Literature. 

By RK. W. Kistner and S. T. GarBer. West. J. 
Surg. Obstet. Gynec., 59, 35-40, Jan. 1951. 16 refs. 


1184. The Morbid Anatomy and Clinical Aspects of 
the so-called Destructive Hydatidiform Mole. (Zur 
pathologischen Anatomie und Klinik der sogenan- 
nten destruierenden Blasenmole.) 

3y H. CRAMER. Geburtsh. u. Frauenheilk., 11, 
65-75, Jan. 1951. 5 figs., 17 refs. 

1185. Placental Anomalies. 

By A. A. Earn. Canad, med. Ass. J., 64, 118 
120, Feb. 1951. 14 refs. 

1186. Placenta Praevia and its Management—A 
Seven-Year Study. 

By J. CHAKRAVARTY. 
Lahore, 12, 1-11, Jan. 1951. 

1187. ** Fibrin Embolism ’’ (Disseminated Intra- 
vascular Coagulation) with Defibrination as one of 
the End Results During Placenta Abruptio. 

By C. L. SCHNEIDER. Surg. Gynec. Obstet., 
92, 27-34, Jan. 1951. 6 figs., 13 refs. 

1188. The Role of Incompetence of the Uterine 
Isthmus in Habitual Abortion. (Le réle de la béance 
de l’isthme utérin dans l’avortement habituel.) 

By R. Parmer. Rev. frang. Gynéc., 45, 218 
221, Sept.-Oct. 1950. 3 refs. 

In a study of 46 cases of habitual abortion the 
author has found a high incidence of incompe- 
tence of the uterine isthmus. He defines this as 
existing when the isthmic canal is shown hystero- 
graphically to have a diameter in excess of 8 mm. 

The cases are divided into three groups. (1) 
Secondary, in which there has been at least one 
confinement at term. Out of 6 patients one had 
simple isthmic incompetence, 4 had isthmic incom- 
petence associated with deep cervical gaceration, 
and 1 had a normal X-ray picture. (2/Primary. 
Five patients in this group had fibroids, 7 had ute- 
rine deformity with a significant degree of bifid 
uterus, 7 had uterine hypoplasia, 4 showed hyper- 
contractility, and 5 had isthmic incompetence. In 
6 cases the hysterogram was normal. Emphasis is 
laid on the frequent association of uterine de- 
formity and isthmic incompetence, but the author 
gives it as his opinion that even in these cases the 
incompetence is at least in part a neuromuscular 
dysfunction. (3) Mixed, of which there were 2 
cases not easily assimilated in the other groups. 

As diagnostic points, ease of introduction, with- 
out pain, of a No. 8 Hegard dilator and classic 
appearance of the hysterogram are mentioned. 
With regard to treatment, the author’s first line 
is physical and psychological rest with suitable 
sedation, and his second recourse hormone therapy. 
When treatment along these lines fails, a plastic 
operation is advised [for details of which reference 
to the original article is advised]. The author's 
results seem variable. M. Holden Lloyd 


J. Obstet. 
5 refs. 
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1189. The Placenta in Abortion. 
sobre la placenta en el aborto.) 


(Investigaciones 


By J. Boretta and J. S. TAMARGo. Acta 
endocr. gynaec. hisp.-lusit., 3, 193-204, 1950. 8 
figs., 14 refs. . 


Abortion must be considered as essentially due to 
placental insufficiency. The expelled products of 
conception have been examined histologically in 30 
cases of abortion proved to be spontaneous. Th« 
chorion was found to be normal in 16 cases. In the 
remainder the following abnormalities were ob- 
served: oedema (8), oedema and hyperplasia (2), 
hyperplasia (2), and hypoplasia (2). 

‘It may be that this condition, which may be 
termed chorionic abortion ’’, is associated with 
endocrine abnormalities, Investigation of this 
is proceeding. Josephine Barnes 


1190. Studies of Chorionic Function in Abortion, 
Il. (Investigaciones sobre la funcién corial en el 
iborto. Segunda communicacioén.) 

By V. Jiménez Tesar. Acta ginec., Madr., 1, 
387-394, 1950. 2 figs., 24 refs. 
~The author, working in Madrid, has determined 
the rate of urinary excretion of gonadotrophins in 
102 cases of threatened abortion, using the tech- 
nique of Bedoya and Plaxa. It was found that the 
urinary excretion of gonadotrophins was reduced 
or ceased in cases of interrupted pregnancy. It was 
thought possible that in some cases abortion was 
due to a primary diminution in the secretion of 
chorionic gonadotrophin, but in the majority of 
cases in which this diminution was observed, es- 
pecially if it occurred slowly, it appeared to be the 
consequence and not the cause of the abortion. 


René Méndez 


1191. Relationship of the Endometrium to the 
Chorioplacental Development and its Gonadotrophin 
Output. 

By E. C. HuGHes, A. W. Van Ness, and C. W. 
Liroyp. Amer. J] Obstet. Gynec., 60. 575-585, 
Sept. 1950. 9 figs., 13 refs. 

Observations are reported on the secretory 
properties of the endometrium and its influence in 
developing a normal chorion and hormonal output. 
The production of sugar from the endometrium, as 
studied at different times of the menstrual cycle in 
68 women, was reported by the authors in a pre- 
vious publication. Sugar is considered to be a vital 
substance for the nourishment of the ovum. A 
series of 324 patients giving a history of sterility, 
abortion, or both were chosen for further study. 
Altogether 996 specimens were obtained on the 
26th day of the cycle and examined for carbo- 
hydrate metabolism and enzyme production: of 
these 58 per cent failed to show normal glyco- 
genesis, and in 15 per cent the endometrium re- 
mained in the proliferative phase without secretion 
of glycogen, but with ample amounts of alkaline 
phosphatase. Sterility was the predominant com 
plaint in this group. In the other 85 per cent the 


glycogen conteut was scanty; in some cases the 
alkaline phosphatase content was reduced, while 
in others there was poor vascular development. In 
77. patients, although the secretory pattern 
appeared normal, the production of glycogen- 
splitting enzyme was reduced and the ascorbic acid 
content was also below normal. There seems to 
be little correlation between the glycogen output 
and phosphatase reaction. 

Material from 126 abortions was also studied by 
the authors. Thrombosis, necrosis, and haemor- 
rhage were seen in 30.9 per cent of the specimens. 
Immature chorionic villi with failure of develop- 
ment of Langhans’s cells were observed in 59.9 per 
cent; in these cases the embryo had usually died 
early in pregnancy. Premature separation of the 
circumvallate portion of the placenta was found 
in 5.3 per cent of abortions occurring later in preg- 
nancy. The endometrium was of poor quality in 
71 per cent. Chorionic gonadotrophin secretion 
was affected by the abnormal changes in the villi, 
and if the output of progesterone was normal or 
higher than usual under these circumstances, preg- 
nancy continued, although complications such as 
premature labour, abruptio placentae, and im- 
maturity of the foetus occurred. The changes in 
the placenta were similar to those in placentae of 
the abortions previously mentioned—namely im- 
maturity, avascularity, and oedema of the villi. 

Photomicrographs are included which demon- 
strate the various changes in endometrium and 
chorionic villi described. 

{This work may form a valuable basis from which 
further studies on the cause of abortion and pre- 
mature labour can be made. } 

Jean R. C. Burton-Brown 


1192. Diethylstilboestrol in 
Threatened Abortion. 

By K. J. Karnaky. 
Jan. 1951. 2 refs, 


Treatment of 


Arizona Med., 8, 36-40, 


1193. Guterman’s Reaction and the Prognosis of 
Endocrine Abortion. (Le réaction de Guterman et 
le pronostic de l’avortement endocrinien. ) 

By J. Sécuy, M. Rosey, and G. Piaux. Gynéc. 
et Obstét., 49, 474-478, 1950. 15 refs. 


1194. Indications for Therapeutic Abortion. 

By E. W. Overstreet and H. F. Traut. Post- 
grad. Med., 9, 16-25, Jan. 1951. 1 fig., 8 refs. 

1195. Immediate and Long-term Results of Inter- 
ruption of Pregnancy (Des résultats immédiats et 
éloignés de l’interruption de la grossesse.) 

By F. Hottz. Rev. frang. Gynéc., 45, 277-283, 
Nov.-Dec. 1950. 


1196. A Simple, Safe Method of Interrupting 
Pregnancy. (Eine einfache und ungefahrliche Methode 
der kiinstlichen Schwangerschaftsunterbrechung. ) 

By B. MAaNsTEIN. Geburtsh. u. Frauenheilk., 
11, 141-147, Feb. 1951. 10 refs. 
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1197. Artificial Arrest of Pregnancy with Intra- 
ovular Injections of Formalin. (Kiinstliche Schwang- 
erschaftsunterbrechung durch intraovulare Formalin- 
injektion. ) 

By H. Notte. Geburtsh. u. Frauenheilk., 11, 
147-152, Feb. 1951. 10 refs. 


1198. Attempted Abortion with Potassium Per- 
manganate; Obstetrical and Gynaecological Conse- 
quences. (Les tentatives d’avortement par l'emploi 
du permanganate de potassium. Leurs conséquences 
obstétricales et gynécologiques. ) 

By A. BrocHieR and H. GasrieL. 
Obstét., 49, 443-458, 1950. 


1199. Hatpin in the Uterus. 
By A. I. Wetsman. N.Y. St. J. Med., 51, 397, 
Feb. 1951. 1 fig. 


Gynéc, et 
Bibliography. 


1200. Abortion by means of Intrauterine Injections. 
(Grundsatzliches zur Schwangerschaftsunterbrechung 
mittels intrauteriner Injektionen.) 

By H. Naujoxs. Geburtsh. u. Frauenheilk., 11, 
152-155, Feb. 1951. 2 refs. 


1201. The Treatment of Febrile Abortion. 
die Behandlung der fieberhaften Fehlgeburt. ) 

By R. Stewens. Geburtsh. u. Frauenheilk., 11, 
38-43, Jan. 1951. 6 refs, 


1202. Superfoetation and the Abortive Ovum in 
Multiple Pregnancy (Zur Frage der Superfetation und 
der Abortiveier bei Mehrlingsschwangerschaften. ) 

By K. SALFELDER and H. J. LAMbertz. Ge- 
burfsh. u. Frauenheik., 11, §0-65, Jan. 1951. 6 
figs., 44 refs. 


(Ueber 


1203. Post-abortum Hepatonephritis; A Study of 
25 Cases. (Considérations 4 propos de 25 cas d’hépato- 
néphrite post-abortum. ) 

By R. Manon, G. FauGérE, and H. Dax. Gynéc. 
et Obstét., 49. 493-503, 1950. 3 refs. 


1204. A Case of Ascites in Pregnancy. 
caso de ascites y embarazo.) 

By J. M. Cueto Rorc and C. A. LAJONCHERE. 
Arch. Hosp. univ. Habana, 2 598-605, Sept.—Oct. 
1950. 1 fig., 18 refs. 


(Sobre un 


1205. Acute Surgical Emergencies of the Abdomen 
in Pregnancy. 

By E. Hamutin, M. K. Barrett, and J. A. 
SmitH. New Engl. J. Med., 244, 128-131, Jan. 
25, 1951. 1 ref. 


1206. Experimental Studies on Dicoumarol Intoxi- 
cation in Pregnancy. (Richerche sperimentali sull’ 
intossicazione da dicumarolo in gravidanza.) 

By F. Perrint. Minerva ginec., 2, 367-369, 
Sept. 1950. 31 refs. 

In connection with anticoagulant therapy, 
studies have been made on the thromboplastin 
activity of extracts of brain and lungs of pregnant 
and non-pregnant rabbits intoxicated with dicou- 


655 


marol, and of pregnant and non-pregnant rabbits 
untreated with dicoumarol. These extracts were 
mixed with sera of normal people and prothrombin 
determined by Quick’s method. 

No’ evidence was found of any effect of preg- 
nancy on the thromboplastin activity of organs, 
while in the dicoumarolized pregnant animals there 
was a marked decrease of such activity. 

R. Amico 


1207. Experience with Dicoumarol in Pregnancy and 
Lactation. (Erfahrungen mit Dicumarol in der 


Schwangerschait und in der Laktationsperiode. ) 
By A. ESseErR. 
5, figs., 13 refs. 


Arch. Gynik., 179, 87-93, 1950. 


1208. The Anaemias of Pregnancy. 
schapsanaemieén. ) 

By B.S. TEN BERGE. 
Feb. 8, 1951. 19 refs. 


(De Zwanger- 


Geneesk. Gids, 29, 43-49, 


1209. Megaloblastic Anaemia of Pregnancy, Resis- 
tant to Liver Extract and Vitamin B |, but Cured by 
Folic Acid. (Anémie mégaloblastique de la grossesse 
résistant aux extraits hépatiques et a la vitamine B,, 
et guérie par l’acide folique.) 

By J. Leperer. Bull. Soc. Méd. Hép. Paris, 
67, 93-97, Jan. 26, 1951. 1 fig., 9 refs. 


1210. Acute Pulmonary Oedema in Pregnancy. 
(L’edema polmonare acuto in gravidanza.) 

By N. Vaciio. Arch. Ostet. Ginec., 55, 386- 
408, July-Aug. 1950. 32 refs. 

The author reports 9 cases of acute pulmonary 
oedema arising in pregnancy. In 4 cases it was 
associated with cardiac lesions, and 2 of these 
ended fatally. In another 4 cases symptoms of 
severe toxaemia were present at the same time; 
one of these also ended with maternal death. In 
the last, fatal, case a voluminous goitre was a con- 
comitant feature. Five of the patients were in 
actual labour at the time of the acute stage of the 
pulmonary oedema, while 3 were seen antenatally 
and one in the puerperium. In no case did the 
oedema arise in a normal pregnancy. The par- 
ticular aetiological factors and the mechanism 
of the syndrome in pregnancy are discussed, the 
various elements which may be involved including 
raised blood-pressure, an increase in capillary 
permeability, retention of sodium chloride and its 
oedema-creating tendency, and hypoproteinaemia 
with consequent diminution in osmotic pressure 
of the plasma. It seems natural for the state of 
pregnancy to induce certain modifications of the 
normal haemodynamics, entailing changes in such 
factors and blood volume, cardiac output, venous 
pressure, and velocity of blood. All these values 
will be generally increased in normal pregnancy, but 
also maintained in mutual balance within certain: 
physiological limits. In cardiac disease, however, 
this will be achieved only at the price of a certain 
compensatory effort between the various haemo- 
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dynamic factors, while the equilibrium thus 
obtained will be more exposed to disturbing 


influences. A stimulus arising from the endocrine 
or the autonomic nervous system, or any_ other 
‘* triggering-off ’’ factor, will in certain circum- 
stances be apt to upset the fragile harmony 
between the various compensatory elements. In 
such a case the various factors leading to acute 
pulmonary oedema will start in turn to play their 
part, and that particular form of cardiac decompen- 
sation will soon be established in its entire picture. 
It is important, however, to detect the oncoming 
attack of acute pulmonary oedema in its prodromal 
stage, and here certain early symptoms are of par- 
ticular value. Among these are a sudden paroxys- 
mal attack of coughing in a cardiac patient soon 
after delivery, or an accentuated dyspnoea in the 
same circumstances. The prognosis is considered 
very grave, and treatment is limited to the usual 
methods in these cases, such as cautious venesec- 
tion, morphine, and cardiac stimulants—among the 
latter digitalis still occupies a privileged place. 
A. Wallach 


1211. Respiratory Disease in Pregnancy. (Enferm- 
edades del sistema respiratorio y embarazo.) 

By R. pEL VALLE y ApaRo. Toko-ginec. pract., 
10, 1-13, Jan. 1951. 28 refs. 


1212. Caries, Pregnancy, and Lactation. (Karies, 
Graviditat und Laktation.) 
By B. DaHiBerG. Acta genet., Basel, 2, 57-82, 


1951. 


1213. Why is Peptic Ulcer so Rare in Pregnancy? 
(Warum ist die Magengeschwiirkrankheit in der 
Schwangerschaft so selten?) 

By H. H. Scumip. Z. klin. Med., 147. 627-655, 
1951. Bibliography 


1214. Ulcerative Colitis, Pregnancy and Delivery. 
By O. Kaper. Postgrad. Med., 9, 11-13, Jan 
1951. 8 refs. 


1215. Pregnancy and Chronic Ulcerative Colitis. 

By H. J. TumMEN and E. M. Coun. Gastroenter 
ology, 16, 1-11, Sept. 1950. 15 refs. 

The possible effect of pregnancy on the course of 
ulcerative colitis has, in the past, not been widely 
discussed. The findings in 6 such cases are des- 
cribed. In 3 cases the ulcerative colitis began dur- 
ing or at the end of pregnancy, and of these a 
second pregnancy reactivated the colitis. These 
patients had a similarity of psychic and emotional 
pattern in that they were immature and unprepared 
psychologically for marriage and adult responsi- 
bilities, which may have been important in the 
aetiological background of the colitis. Ulcerative 
colitis beginning during pregnancy is, in the authors’ 
experience, of a most severe type, and resistant to 
medical treatment. In the remaining 3 cases the 


ulcerative colitis was quiescent when pregnancy 
occurred and in none did reactivation of the colitis 
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occur. In 2 of them pregnancy was accompanied 
by an improvement in the psychological condition, 
but this was not so in the third case. 

The authors note the necessity of careful con- 
sideration of the circumstances in each case before 
giving advice as to the wisdom of pregnancy in a 
woman who has suffered from ulcerative colitis. 
Careful physical examination must be carried out 
to make certain that the ulcerative colitis is quies- 
cent and a psychiatric investigation should be 
carried out in order to avoid the psychic trauma 
which may arise in psychologically immature or 
unbalanced women from the difficulties of bearing 
and rearing children M. Beaton 


1216. Acute Pancreatitis During Pregnancy and the 
Postpartum Period. A Report of Nine Cases. 


By C. F. LancMapve and H. A. EpmMonpson. 
Surg. Gynec. Obstet., 92, 43-52, Jam. 1951. 31 
refs. 


1217. Diabetes and Pregnancy. An Animal Study. 
{In English. } 

By G. T. Huttguisr. Acta path. microbiol 
scand., 27, 695-719, 1950. 5 figs., 40 refs. 

The pancreas was removed at varying stages of 
pregnancy from 204 rats: 83 died immediately or 
soon afterwards, the mortality being higher the 
later in pregnancy the operation was performed. 
In all, 46 rats aborted at various times, while 66 
reached full term and 4 others nearly did so; the 
risk of abortion was greater the earlier in pregnancy 
pancreatectomy was performed. Pregnancy 
occurred again in 9 of the rats, in 2 more than once, 
and in 4 out of 6 non-pregnant pancreatectomized 
rats. There was a significant increase in birth weight 
in the offspring, the mean weight of the young being 
closely correlated with the weight of the mother, 
but not with the number in the litter. The highest 
incidence of increased birth weight was in the off- 
spring of the rats pancreatectomized on the 8th to 
12th day and treated with insulin and a uniform 
diet; 81 per cent of these offspring were stillborn. 
The high birth weight was not due to increase of 
fat, but to general enlargement with increase in 
length and splanchnomegaly; in a few cases oedema 
was also present. 

The mean duration of pregnancy was 22.6 days 
in the pancreatectomized animals as against 21.7 
days in the controls, the increase being considered 
significant. Glycosuria in the mothers rose slightly 
after pancreatectomy, but fell again immediately 
before delivery; the hyperglycaemia was less 
affected and the general condition often deterio- 
rated, sometimes with ketosis. After delivery 
hyperglycaemia and glycosuria increased, but th« 
general condition improved and ketonuria was not 
observed. Blood sugar level in the offspring fol- 
lowed that in the mother but at a slightly lower 
level, Glycosuria and ketonuria were less the later 
in pregnancy pancreatectomy was performed. 
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In the giant young there was enlargement of the 
adrenal cortex, testes, and parathyroids and to a 
lesser extent of the islets of Langerhans and the 
thymus, and there was an increase in chromophilia 
in the anterior pituitary. In the normal-sized off- 
spring there was no significant enlargement of the 
islets and in general less marked changes in the 
endocrine organs. As giant growth occurred only 
in the offspring of diabetic mothers, it was felt 
that it might be due to endocrine influences in the 
mother, though it could not be related to the 
degree of islet hyperplasia or to the insulin treat- 
ment of the mothers. 

The author points out the close resemblances of 
their findings to those in diabetic human mothers 
and their children. Robert de Mowbray 


1218. Pregnancy and Diabetes Mellitus. [In 
Russian. | 

By S. G. GENEs. 
Jan.-Feb. 1951. 

1219. Hodgkin’s Disease and Pregnancy. 
of the Literature and Report of a Case. 

By W. TENENBLATT and C. Horton. West J. 
Surg. Obstet, Gynec., 59, 120-121, March 1951. 
9 refs. 


1220. Hodgkin’s Disease Complicated by 
nancy. 

By B. McSwarn and A. HABER. 
Bgham, Ala., 44, 105-109, Feb., 
38 refs. 

1221. Gartner’s Duct Cyst Complicating Pregnancy. 

By M. Roranp. West J. Surg. Obstet. Gynec., 
59, 41-43, Jan. 1951. 4 figs., 4 refs. 


Akush, Ginek., No. 1, 34-37, 


Review 


Preg- 


Sth. med. ]. 
1951. 2 figs., 


1222. Primary Cancer of the Vagina in Pregnancy. 
{In Russian. 

By S. S. RoGovenKo. Akush. Ginek., No. 1, 
43-45, Jan._Feb. 1951. 


1223. Pregnancy and Carcinoma of the Genitalia 
and Breast. (E] embarazo y el cancer de los organos 
genitales y mama.) 

By M. FLoxsztrumpr. Sem. méd., B. Aires, 57, 
1189-1195, Dec. 21, 1950. 2 figs., 11 refs. 

1224. Cancer of the Uterus and Pregnancy. [In 
Russian. ] 

By T. A. SYROVATKO. 
37-40, Jan.—Feb., 1951. 

1225. Carcinoma of the Cervix in Pregnancy. 

By R. R. Marer and M. Ktetn. Ohio St. med. ]., 
47, 139-142, Feb. 1951. 8 refs. 

1226. Cancer of the Breast and Pregnancy. 

By F. J. Covi. Guy’s Hosp. Rep., 99, 287-280, 
1950. 8 refs. 

1227. Solid Ovarian Tumors Complicating Preg- 
nancy. A Clinical-Pathological Study. 

ByC. M. DouGuHerty, B. Rouce and C. J. LuNp. 
Amer. ]. Obstet. Gynec., 60, 261-272, Aug. 1950. 
4 figs., 36 refs. 


Akush Ginek., No. 1, 
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Although in the literature of the past 15 years the 
authors were able to find only 30 cases of solid 
ovarian tumour complicating pregnancy, there 
have been 6 cases among 10,000 deliveries in the 
Charity Hospital, New Orleans, in the past 10 years. 
Details of the 30 cases are analysed, showing an 
incidence of complications such as tumour praevia, 
torsion, degeneration, rupture, and metastasis of 
72 per cent, 

The histories of the authors’ 6 cases are given, the 

tumours being 2 fibromata, 2 arrhenoblastomata, a 
Brenner tumour, and a thecoma, which, they claim, 
is the first case to be so described. 
' They point out the greater likelihood of complica- 
tions in solid, as compared with cystic, tumours and 
suggest that the cause may be found in the former’s 
greater mobility, which is increased by the soften- 
ing and elongation of the infundibulo-pelvic 
ligaments during pregnancy. This relaxation also 
favours torsion, infarction, and tumour praevia. 
Rapid growth, too, is to be expected from the 
vascular engorgement, and they quote as an 
example their patient with a thecoma, which had 
grown very rapidly and ruptured during labour, 
with rapidly fatal haemorrhage. 

The size of these tumours becomes critical when 
greater than 10 cm. in diameter, the critical period 
being the latter half of pregnancy, when the uterus 
rises in the abdomen. 

In none of the authors’ cases was the tumour 
malignant, but the fact that most solid ovarian 
tumours possess some degree of malignancy leads 
them to recommend the urgent removal of such 
tumours when diagnosed. They claim that the risk 
of abortion is not great if operation is performed 
after the second trimester, though abortion occurred 
in these circumstances in one of their 6 cases. At 
term, odphorectomy should be accompanied by 
Caesarean section. None of their patients had 
masculinizing symptoms or signs. 

Donald Beaton 


1228. Torsion of an Ectopic Ovarian Cyst. Com- 
plicating Early Pregnancy. Discussion of Unusual 
Anatomy and Etiology. 

By A. ApNopoz and J. G. Davis. Arch. Surg., 
Chicago, 62, 292-294. 2 figs., 6 refs. 


1229. Axial Torsion of Full term Uterus Associated 
with Postoperative Ventral Hernia. 

By E. M. AronstaMand R. L. Huacues. J. Amer. 
med. Ass., 145, 561-562, Feb. 24, 1951. 10 refs. 


1230. A Case of Spontaneous Peracute Rupture of 
the Uterus in Pregnancy. [In English.] 

By B. B. ScHuttze. Acta obstet. gynec. scand., 
30, 203-210, 1950. 11 refs. 


1231. Weakness of the lower Extremities as a Com- 
plication of Pregnancy. 

By H. W. Neumann. N. Orleans med. surg. ]., 
103, 332-336, Feb. 1951. 20 refs. 
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1232. Pregnancy Complicated by Spina Bifida and 
Meningom yelocele. 


By J. L. Starer and K. P. West /. 
Surg. Obstet. Gynec., 59, 76-83, Feb. 1951. 5 figs., 
13 refs, 


1233. A Case of Hysterical Fit During Pregnancy 
Simulating Eclampsia. 

By D. N. Banerjee. Calcutta med. ]., 47, 358 
359, Nov. 1950. 


1234. Sulphonamides and Foetal Development. 
(Sultonamide und Fruchtentwicklung. ) 


By W. Med. Welt. 20, 53-55, Jan. 13, 
1951. 2 figs. 


1235. The Problem of Laryngeal Tuberculosis and 
Pregnancy Since the Advent of Streptomycin Therapy. 
(Il problema della laringotubercolosi e gravidanza 
dopo l’avvento della streptomicinoterapia. ) 

By L. pe GiorGi and A. Scatise. Arch. Ostet. 
Ginec., 55, 168-178, May-June, 1950. 19 refs 


1236. The Use of Streptomycin during Pregnancy. 

By R. W. Kistner. Amer. J]. Obstet. Gvnec., 
60, 422-426, Aug. 1950. 19 refs 

Three patients with severe’ pulmonary tuber- 
culosis and one each with tuberculous pericarditis 
and renal tuberculosis were treated with strepto- 
mycin during pregnancy. The total dosage was 21 
g. in 3 cases and 42 g. in 2 cases. Each patient 
received a 6-week course, beginning after 8, 14, 16, 
23, and 31 pregnancy respectively. 
Auditory and vestibular function in the infant were 
tested at birth and followed up to 2 to 12 months 
ifterwards. No damage was detected. The mothers 
all showed steady improvement, including the one 
with tuberculous pericarditis who was discharged 
apparently cured. No toxic lesion was demonstrated. 


Aileen M. Dickins 
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1237. Pregnancy and Skeletal Tuberculosis. 
By M. C. WILKINSON ]. Bone Jt Surg., 
307-313, Aug 2 figs., 11 refs 


32B. 


1950 


The case records have been studied of 132 women 
suffering from skeletal tuberculosis treated at Black 


Notley Hospital, Braintree, Essex. Of these 
patients 32 were married women, and had 45 
children after the onset of the disease. No serious 
harmful effects were found to have resulted. Most 
of the patients had a normal confinement. Few 
Caesarean sections were performed: these were 
usually carried out for obstetrical reasons. The 
author finds there is evidence for the view 


‘current from the time of Hippocrates until the 
middle of the nineteenth century, that pregnancy 
increases the resistance to tuberculosis ’’. He con- 
cludes that there are good grounds for reassuring 
married women suffering from skeletal tuberculosis 
about the prospect of a normal pregnancy, without 
ill-effeel on their tuberculous lesion. 

Norman Capener 
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1238. Hepatic Lesions in a Child Born of a Mother 
Suffering from infective Hepatitis during Pregnancy. 
(Epatopatia in nato da madre affetta da epatite 
epidermica in gravidanza.) 

By F. Toscano and G. Ross1. Pediatria., 58, 
209-219, Mar.—Apr. 1950. 5 figs., 17 refs 

A woman of 34 in the 7th month of pregnancy 
complained of loss of appetite, nausea, and acute 
abdominal pain, rapidly followed by a subicteric 
colouring of the sclerae, urobilinuria, and slight 
hepatomegaly, but no splenomegaly. She was 
treated with nicotinamide, ascorbic acid, vitamin 
K, glucose and insulin, ‘‘ urotropine ’’ and sulpha- 
guanidine, The signs and symptoms increased, the 
urine became darkly stained with bile pigments, 
and the liver continued to enlarge. After 2 or 3 
weeks her condition rapidly became worse, with 
frequent attacks of cardiovascular collapse. The 
serum bilirubin content, which was initially 0.7 mg. 
per 100 ml., increased to 2.2 mg. per 100 ml. 
Albumin and casts appeared in the urine. The 
Wassermann reaction was negative. Some days 
later the general condition improved with a reduc- 
tion in jaundice and in the size of the liver. After 
‘bout 8 months pregnancy she gave birth to a child 
. few days later, at which time there was still 
jaundice and slight urobilinuria. The infant weighed 
1.4 kg. and was heavily jaundiced. The urine con- 
tained a small amount of bile pigment, and the 
liver was enlarged to 3 fingers. On the second day 
the bilirubinaemia was 1.2 mg. per too ml., rising to 
2.05 mg. per 100 ml. on the next day. There was no 
pyrexia and blood culture was negative. The child 
died on the 6th day. 

After careful and comprehensive microscopical 
examination of the liver, the authors concluded that 
the infection had not been transmitted from the 
mother throuch the placenta, but that the hepatic 
condition in the infant was due to a ‘‘ general toxic 
ction ’’ resulting from the condition of the mother. 

E. R. Cole 


1239. Poliomyelitis in Pregnancy. (Ueber Polio- 
myelitis in der Schwangerschaft. ) 
By A. ScHMEISER. Dtsch. GesundhWes., 6, 12- 


16, Jan. 4, 1951. 25 refs. 


1240. The Importance of Venereal Diseases in 
Post-War Obstetrics. (Die Bedeutung der Gesch- 
lechtskrankheiten fiir die Geburtshilfe in der Nach- 
kriegszeit. ) 

By K. Zimmer. Med. Welt., 20, 87-90, Jan. 20, 
1951. 


1241. Arsenical Encephalopathy Occurring in the 
Treatment of Lues During Pregnancy. 

By R. Lees and J. R. G. Bucuanan. Brit. J. 
vener Dis., 26, 185-186, Dec. 1950. 2 refs. 


1242. The Preventive Treatment of Congenital 
Syphilis, (Ueber die pranatle Praventivbehandlung 
der Lues congenita.) 
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REVIEW OF CURRENT LITERATURE 


By A. WIEDMANN and W. LinpeMayr. Hautarzt, 
1, 439-443, Oct. 1950. 6 refs. 

A series of 127 syphilitic mothers received 
penicillin, arsenic and bismuth, or no treatment 
during pregnancy. In the penicillin series (66) all 
children were apparently normal at birth, but one 
showed a weak seropositive reaction, the mother 
having been first treated at 9 months for secondary 
syphilis. Among 21 mothers receiving arsenic and 
bismuth 3 bore clinically syphilitic children and 
the babies of 2 others were seropositive at birth. 
In the untreated series (40) 9 children were 
clinically affected and 21 were seropositive. It is 
concluded that all pregnant women who have ever 
had syphilis should be retreated and the authors 
favour giving a combination of heavy metal, 
arsenic, and penicillin throughout the second half 
of pregnancy. 

[From the figures given one could argue that 
penicillin alone is an adequate drug for the preven- 
tion of congenital syphilis. It is not mentioned 
whether a seropositive reaction at birth without 
clinical or radiological support is taken as prima 
facie evidence of congenital syphilis. If the mother 
is seropositive but was treated during pregnancy, 
such infants need only serological observation; the 
majority will be seronegative within 3 months, thus 
showing it to be a harmless transient phenomenon. | 

G. W. Csonka 


1243. Pathological Findings on Foetal and placental 
Congenital Syphilis Treated with Penicillin. (Osser- 
vazioni anatomo istologiche sulla sifilide congenita 
fetale e placentare trattata con penicillina. ) 

By L. pe Gtorct. Arch. Ostet. Ginec., 55, 179- 
191, May-June, 1950. 6 figs., 10 refs. 

1244. Ectopic Pregnancy. 

By T. Sr. V. Buss, F. Benyamrin and F. N. 
CHARNOCK. S. Afr. med. ]., 24, 664-674, Aug. 12, 
1950. 15 figs., 14 refs. 

A brief historical survey of the literature of 
ectopic gestation is given. An analysis of published 
reports shows that Cape Town has the highest 
incidence of ectopic pregnancy in the world, and 
during the last 5 years 348 cases have been operated 
upon in the Groote Schuur Hospital. In American 
hospitals of a comparable size over a similar period 
an average of 40 to 50 cases of extra-uterine preg- 
nancy are dealt with, in Canadian hospitals about 
50 cases, in French hospitals 114 cases, and in 
British hospitals about 40. In American hospitals, 
ectopic pregnancies represent 1.2 per cent of admis- 
sions*to gynaecological wards, and the incidence in 
British and Irish hospitals is about 1 per cent. At 
the Groote Schuur Hospital, out of 6,048 admissions 
to the gynaecological wards in the last 5 years 348 
were cases of ectopic pregnancy—an incidence of 
5.8 per cent. Pelvic infection is similarly very 
common in Cape Town, during a period of 6 minths 
out of 4,173 gynaecological out-patients no fewer 
than 2,439, or 58 per cent were suffering from 
salpingitis or other pelvic infections. 
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The pathology of tubal pregnancy is described 
and the various types of termination set out in a 
diagram, and a number of illustrative case histories 
are given, comprising 5 cases of tubal mole, 1 case 
of tubal abortion, 3 cases of ruptured tube, 2 cases 
of interstitial pregnancy, 1 case of lithopaedion, 1 
case of combined extra-uterine and intra-uterine 
pregnancy, 1 case of combined hydatidiform mole 
in a tube, and 1 case of a complete decidual cast. 
The authors comment that tubal mole is one of the 
commonest pathological types of tubal pregnancy, 
while tubal abortion is relatively rare. Rupture of 
the tube with haemorrhage into the peritoneal 
cavity is the classical termination. The least often 
encountered is interstitial pregnancy. With regard 
to the rare condition of hydatidiform mole in the 
tube, the authors point out that the foetus in 
advanced extra-uterine pregnancy often shows 
abnormalities and suggest that it is not surprising 
that one of the abnormal forms the ovum may take 
is hydatidiform degeneration of the chorion. 

Lilian Raftery 


1245. Ectopic Gestation. 
By T. D. Rajoo. J. Indian med. Ass., 20, 141- 
142, Jan. 1951. 


1246. Ectopic Pregnancy, 

B. G. F. Douctas, G. C. DouGtas and G. F. 
Douc as. J. int. Coll. Surg., 15, 28-37, Jan. 1951. 
18 refs. 


1247. The Endometria associated with Ectopic Preg- 
nancy. A Study of 115 Cases. 

By S. L. Romney, A. T. HertiG and D. E. Rerp. 
Surg. Gynec. Obstet., 91, 605-611, Nov. 1950. 3 
figs., 15 refs. 

Examination of 115 endometrial linings 
associated with proved ectopic pregnancies revealed 
39.1 per cent to be secretory, 30.4 per cent to be 
proliferative, and 6.1 per cent to be menstrual in 
type. Histologically, these endometria were indis- 
tinguishable from comparable phases of the normal 
menstrual cycle. Decidua without chorionic villi 
was present in only 19.1 per cent of the cases 
studied. Failure to find decidua in endometrial 
curettings, therefore, does not rule out an existing 
ectopic pregnancy. 

Three representative cases of ectopic pregnancy 
associated with a menstrual, proliferative, and 
secretory endometria are presented. These empha- 
size the difficulties of diagnosis, the variability of the 
endometrial pattern, and its nondecidual nature. 
An explanation, based on accepted physiologic 
information, is offered as to the sequence of events 
producing a given associated endometrium. There 
are as yet no reliable diagnostic laboratory pro- 
cedures which establish or exclude ectopic preg- 
nancy in a differential diagnosis. Ectopic preg- 
nancy must be considered in any female in the 
childbearing period who presents a pelvic diagnostic 
problem—{[ Authors’ summary. ] 
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1248. The Diagnosis of Extra-uterine Pregnancy. 
(Diagnose der Extrauteringraviditat. ) 

By H. HEIpLer. Wien. klin. Wschr., 63, 9-13, 
Jan. 5, 1951. 


1249. The Diagnosis and Treatment of Ectopic 
Pregnancy. An Analysis of One Hundred and Forty 
Recent Cases. 

By B. Worp. Surg. Gynec. Obstet., 92, 333-340, 
Mar, 1951. 5 figs., 5 refs. 


1250. Practical Considerations in the Diagnosis and 
Treatment of Ectopic Pregnancy. 

By C. H. McKenzie. Minnesota med., 33, 1215 
1216, Dec. 1950. 


1251. Ectopic Pregnancy Complicating Tuber- 
culous Salpingitis. 

By H. Firzcreson and J. D. H. Wipvess. Irish 
]. med. Sci., 6th ser., 43-44, Jan. 1951. 26 refs. 


(252. Abdominal Pregnancy. 
By E. A. Pearson. West J]. Surg. Obstet. Gynec., 
58. 712-713, Dec. 1950. 8 refs. 


1253. Full Term Abdominal Pregnancy with De- 
livery of a Living Child. Report of a Case and Review 
of the Literature. ; 

By E. L.C. Broomes. J. Amer. med. Ass., 145, 
399-401, Feb. 10, 1951. 12 refs. 


1254. Intrafollicular Ovarian Pregnancy. 
By S. J. TURNER and M. Wetss. Amer. ]. Surg., 
81, 368-370, Mar. 1951. 2 figs., 32 refs. 


LABOUR 


1255. The Psychological Aspects of Childbirth. 
By W. I. C. Morris, Manchester Univ. med. 
Sch. Gaz., 30, 11-13, Jan. 1951. 


1256. The Biological Effects of Solar Influence. 
(Ueber die biologische Wirksamkeit solarer Vor- 
gange. ) 

3y J. and H. HoseMann. Geburtsh. u. 
Frauenheilk., 11, 135-138, Feb. 1951. 2 figs., 4 tts 


(257. The Biological Effects of Solar Influence. 
Die biologische Wirksamkeit solarer Vorginge. ) 

By W. Cyran. Geburtsh. u. Frauenheilk., 11, 
139-141, Feb. 1951. 1 ref 


1258. Experiences with Natural Childbirth. 
By J. E. Stott. West J. Surg. Obstet Gynec., 
59, 49-55, Feb. 1951. 16 refs. 


1259. Effect of Type of Delivery on Future 
Childbearing. 

By C. M. STEER. Amer. ]. Obstet. Gynec., 60, 
395-400, Aug. 1950. 2 refs. 

The maternal mortality in cases of Caesarean 
section having fallen to zero with one foetal death 
since 1941 at the Sloane Hospital, New York, the 
author compares the results of this operation with 
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those of the mid-forceps operation in 227 women 
during the same period. One mother died from 
sepsis and 2 vesico-vaginal fistulae were caused. 
There was a 15 per cent incidence of post-partum 
haemorrhage (500 ml. or more) and 15 per cent of 
laceration or incision of the cervix. There was a 
4 per cent foetal mortality directly attributable to 
the operation, and 3 other babies died in utero 
during labour. 

To determine the effect on future childbearing of 
the various methods of delivery, the further 
obstetrical history of 3 groups of 300 women who 
were delivered of their first baby in the years 1932-6 
was studied. The first group of patients were 
delivered by mid-forceps, the second by Caesarean 
section, and the third spontaneously. Of the first 
group 35 per cent, of the second 52 per cent, of the 
third 62 per cent were subsequently delivered of 
further babies in the same hospital. The total 
numbers of babies born to mothers in the 3 groups 
were 443, 517, and 681 respectively. Of the patients 
in the first group, 7 subsequently required prolapse 
repair, as did 5 of those who had been delivered 
spontaneously. The scar ruptured in subsequent 
pregnancies in 5 cases of the second group (3 
classical and 2 vertical lower-segment), and in 7 
more cases the scar was found to be very thin at 
repeat Caesarean section. The duration of the first 
labour could not be correlated with subsequent 
childbearing. A further series of 168 cases suffering 
from post-partum haemorrhage during 1932-6 was 
studied and it was found that 35 per cent returned 
for one or one more subsequent deliveries. Of 47 
severely shocked patients only 12 returned. (This 
was nota complete follow-up study as only patients 
who returned to the Sloane Hospital for their Inter 
deliveries were included, but this fact was thought 
not to affect the relative figures.) 

The immediate risk to the child in mid-forceps 
delivery (4 per cent) must be balanced against the 
remote risk to the mother from uterine rupture after 
a Caesarean section (4 per cent rupture or weak 
scars). To these considerations must be added the 
diminished possibility of future childbearing after 
mid-forceps delivery compared with Caesarean 
section. Spontaneous delivery remains the safest 
for mother and child, but where this is impossible 
the situation must be very carefully assessed 
clinically and radiologically before making the 

choice of mid-forceps extraction in preference to 
Caesarean section 
Aileen M. Dickjns 


1260. The Physiologic Position for Delivery. 
By F. H. Howarp. Northw. Med., Seattle., 
50, 98-100, Feb. 1951. 2 figs 


1261. The Amino-Acid pattern in Human Foetal and 
Maternal Plasma at Delivery 
By H. R. Crump er, C. E. Dentand O. LINDAN. 


Biochem. J]., 47, 223-227, Aug. 1950. 2 figs., 11 
refs. 
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REVIEW OF CURRENT LITERATURE 


The authors investigated the concentration of 
«amino nitrogen and of individual amino-acids in 
the foetal and maternal blood of 9g parturient 
women at University College Hospital, London. 

Foetal blood was taken from the placental side 
of the cut umbilical vein immediately after tying; 
maternal blood was obtained from the ante-cubital 
vein immediately afterwards. In each case heparin 
was used as anticoagulant. 

Analysis of a-amino nitrogen was made on either 
plasma or plasma ultrafiltrate by the ninhydrin-Co, 
method of Hamilton and Van Slyke. The concentra- 
tions of individual amino-acids were determined 
chromatographically on solutions derived from 
plasma freed of protein by ultrafiltration and 
electrolytically desalted. Two-way paper chro- 
matograms were made, phenol-ammonia and 
collidine-lutidine being the solvents. 

The concentration of a-amino nitrogen was found 
to be raised in foetal blood compared with maternal 
blood, the ratios varying between 3:1 and 1.6:1 in 
non-toxaemic cases and between 1.4:1 and 1:1in 4 
cases of toxaemic pregnancy. Chromatographic 
analysis showed that individual amino-acids were 
all concentrated to approximately the same extent 
by the placenta, which thus appears to act in such 
a way as to aid foetal synthesis of protein. 

A. Tickner 


1262. Variations in Platelet Count During and After 
Labour. (Sulle variazioni della piastrinemia durante 
il parto.) 

By G. F. and B. 
Clin, ostet. ginec., 52, 279-289, Oct, 1950. 38 refs. 


1263. Pregnanediol Excretion at the Time of Labour. 

By A. J. Mauzey. Amer. ]. Obstet. Gynec., 60, 
626-636, Sept. 1950. 2 figs., 25 refs. 

The author records 6 cases in which the preg- 
nanediol excretion in the urine was estimated by 
Venning’s gravimetric method during the last weeks 
of pregnancy, immediately before labour, during 
labour, and in the days following, a total of 46 
assays. He found that during the last weeks 
the daily excretion fell from a level of 40 
to 100 mg., to one of 20-40 mg., reaching 
its lowest level 72 to 24 hours before the 
onset of labour. After this time excretion rose 
sharply, and during the 24 hours preceding the onset 
of labour it reached levels of between 26.4 mg. and 
121.7 mg. Pregnanediol was excreted in appreciable 
amounts throughout the course of labour and did 
not disappear entirely from the urine until 24 to 72 
hours after delivery. 

Pregnanediol excretion before labour was lowest 
in 2 primigravidae, and the less that was excreted 
the longer was the duration of labour. Larger 
amounts were excreted by 4 multiparae in whom 
the duration of labour was shorter. It is suggested 
that a small excretion of pregnanediol results from 
a storage in the body of progesterone, which has a 
delaying action on uterine contractions. The 
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duration of labour may depend upon the amount of 
pregnanediol excreted before labour but further 
investigation is necessary before this contention can 
be substantiated. C.W.F. Burnett 


1264. Contractility of the Human Uterus Recorded 
by New Methods. 

By H. ALvarez and R. CaLpEyrRo. Surg. Gynec. 
Obstet., 91, 1-13, July 1950. 21 figs., 32 refs. 

Progress in the practice of obstetrics requires 
better knowledge concerning uterine contractility. 
The normal and abnormal patterns of contractility, 
as well as the effect of certain drugs upon the uterine 
muscle, must be accurately determined. 

In this study the authors have used new methods 
to record the strength of the uterine contractions. 
Results obtained in a series of 120 clinically normal 
cases are given. Two new methods for quantita- 
tive recording of human uterine contractions are 
described. In both of them the contraction is 
measured by the pressure it exerts on the physio- 
logical contents of the uterus (ovum, placenta). 
During pregnancy and during the first and second 
stages of labour the amniotic fluid pressure is 
recorded. During the third stage the placental 
pressure—-that is the blood pressure in placental 
vessels—is recorded. The technique is described. 
During pregnancy and all three stages of labour the 
uterus always exhibits rhythmical contractions 
without any interruption. The rhythmical contrac- 
tions of pregnancy have not previously been 
described. 

‘The patterns of uterine contractility more 
frequently found during pregnancy and the three 
stages of labour are described. In each period the 
values of the intensity and frequency of the contrac- 
tions and tonus-intensity varies during pregnancy 
from 0.5 to 4 cm, water; during the last 2 weeks of 
pregnancy, between 6 and 35 cm. of water; during 
first and second stages, between 25 and 70 cm. of 
water, during the third stage from 35 to 40 cm. of 
water.’’ As to frequency, during pregnancy ro to 
30 contractions per To minutes are seen; in the last 
2 weeks of pregnancy 3 to 9 per 10 minutes, in the 
first and second stages of labour 2 to 6, and in the 
third stage of labour 2 to 5. Tonus during preg- 
nancy varied from 4 to 11 cm. of water; in the last 
2 weeks 8 to 15 cm. of water; in the first and second 
stages 8 to 17 cm. of water; and in the third stage 
of labour 5 to 10 cm. of water. 

Lilian Raftery 


1265. Measurement of Pain Intensity in Labour and 
its Physiologic, Neurologic, and Pharmacologic Impli- 
cations. 

By C. T. Javert and J. D. Harpy. Amer. J. 
Obstet. Gynec., 60, 552-563, Sept. 1950. 6 figs., 
44 refs. 

Investigations were made to measure pain 
intensity during labour by the Wolff-Goodall pain 
apparatus or dolorimeter. This produces a thermal 
stimulus on the skin, and the stimulus intensity 
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causing a sensation of warmth followed by slight 
noticeable pain was regarded as the pain threshold. 
Double this intensity of stimulus, causing the 
greatest perceptible pain, is equivalent to 10.5 

‘ dols ’’, this heat causing a third-degree burn . 

The authors suggest that uterine contractions 
themselves are relatively painless and that pain is 
produced by dilatation of the cervix, reaching an 
intensity of 8 to 10 dols just before full dilatation 
During the second stage the intensity reaches 10.5 
dols, mainly owing to tissue damage associated with 
dilatation and stretching of vagina, vulva, and 
perineum. Immediately after delivery after-pains 
have an intensity of 3 to 4 dols, which may be due 
to closing of the cervix. Allowing for individual 
patients’ variations, pain-intensity in dols is 
approximately equal to cervical dilatation in centi- 
metres. Forcible dilatation of the cervix has been 
found to cause pain, and at Caesarean section per- 
formed under local analgesia the upper segment is 
quite painless, but considerable pain is caused when 
the lower segment is forcibly palpated or cut. After 
presacral neurectomy the first stage of labour is 
painless, but there is pain in the second stage which 
can be eliminated by pudendal block. Lesions of the 
spinal cord as high as C7 do not interfere with the 

ourse of labour, which is relatively painless. 

The dolorimeter has shown that drugs such as 
morphine or heroin cause a definite lowering of pain 
intensity by their action on the central nervous 
svstem. There does not seem any proof that these 
drugs retard labour. Patients who have been 
prepared for ‘‘ natural childbirth *’ by exercises and 
relaxation were not shown by the dolorimeter to 
have any less pain, but appeared happy and at 
ease between the pains without any analgesia. 
Spinal analgesics act rather like spinal-cord lesions 
in that labour is relatively painless, but there is 
interference with the perineal reflex so that 
forceps are usually required; delivery is easy, how- 
ever, on account of muscular relaxation. It is diffi- 
cult to find the ideal analgesic for complete labour. 
but morphine or heroin in the first stage followed 
bv. pudendal block in the second is usually satis- 
factory. The authors suggest that preparation for 
natural childbirth does not lessen the pain, but 
improves the patients’ reaction to it. [This is an 
interesting statement but requires many more 


figures to prove it. | 


Marie H. Calverley 


1266. Observations on the Intravenous Use of 
Pitocin in Obstetrics. 

By L. F. Burnett and S. A. CosGrove. J]. Mich 
med. Soc., 50, 33-36, Jan. 1951 


1267. Cholinergic Mechanism in Birth and Applica- 
tion of ‘ Proserine’’ to Accelerate Birth. [In 
Russian. } 

By M. Y. A. MicHeEtson. Akush. Ginek., No, 1, 
16-18, Jan.—Feb. 1951 
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1268. Dystocia due to Disproportion and Obstruc- 
tion. (Dystokie z nepoméru a prekazek.) 

By A, CerNocH. Ceskoslov. Gynaek., 15, 751- 
770, 1950. 


1269. Dystocia due to Thoracopagus. (Distocia por 
fetos toracopagos. ) 
By A. SOPENA IBANEZ. 


Toko-ginec. pract., 10, 
35-38, Jan. 1951. 2 figs. 


1270. Diagnosis and Treatment of Disproportion. 
By J. CHESTERMAN. Bull. postgrad, Comm. Med. 
Univ, Sydney, 6, 155-161, Oct. 1950. 


1271. Chordoma as a Cause of Obstetric Dispropor- 
tion. 

By A. FREETH and J. Mair, Brit. med. J., 1, 512. 
Mar. 10, 1951. 6 refs. 


1272. Spontaneous Version after Foetal Death. (Die 
Spontanwendung bei Foetus mortuus.) 

By K. Ast. Radiol. clin., Basel, 20, 50-54, 
Jan. 1951. 6 figs. 


1273. Spontaneous Delivery in Anterior Polio- 
myelitis. (Spontangeburt bei Poliomyelitis anterior.) 

By W. Cramer. Zbl. Gynik., 73, 179-182, 1951. 
3 refs, 


1274. Hyperrotation and Deflexion of the Head in 
Breech Presentation, with a New and More Descriptive 
Terminology for Breech Presentation. 

B. R. A. Rets and E. J. peCosta. Amer. J. 
Obstet. Gynec., 60, 637-644, Sept. 1950. 5 figs., 
10 refs. 


The authors describe 2 personal cases in each of 
which the foetus was seen on X-ray examination to 
present by the breech, with the head deflexed and 
hyperrotated so that the face pointed towards the 
back. The first patient was delivered by Caesarean 
section because of the unusual attitude of the foetus. 
In the second patient a further X-ray examination 
one week before term showed that spontaneous 
cephalic version had occurred with the head 
normally oriented on the spine. Two other 
patients in whom there was this peculiar attitude of 
the foetal head were delivered per vaginam without 
difficulty. The foetuses in all cases were free from 
congenital deformities. The authors conclude that 
this malposition is a transient phenomenon due to 
active foetal movements and does not call tor 
corrective manoeuvres 

Accurate knowledge of the foetal presentation, 
position, and attitude at delivery can best be 
gleaned from radiographs taken when the patient is 
in labour; these the authors term the “‘ ultimate ”’ 
presentation, position, and attitude. They suggest 
that in breech presentation the type of breech— 
whether breech-footling, footling, or knee—should 
be stated, and in each case flexion or extension 
of the legs, arms, spine. and head, and the degree of 
rotation of the latter, should always be specified. 

C. W. F. Burnett 
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1275. Rupture of the Uterus in the Third Stage of 
Labour. 

By R. F. Matrers. Med, J. Aust., 1, 228-229, 
Feb. 10, 1951 


1276. Rupture of the Uterus in Pregnancy and 
Labour in Cases of Tumour, Endometriosis and 
Hydatidiform Mole. (Uterusrupturer under graviditet 
och foérlossning vid tumérer endometrios och mola 
hydatidosa. ) 

3y S. ENGLUND and E. OpesLap. Nord. Med., 
44, 1992-1994, Dec. 22, 1950. 


1277. Postpartum Blood Loss. 
6,000 Cases. 

By J. R. Vantr. Amer. J]. Obstet. Gynec., 60, 
483-488, Sept. 1950. 7 refs. 

An analysis of more than 6,000 cases delivered at 
the University of Alberta Hospital shows a sub 
stantial reduction in the average estimated blood 
loss during and after delivery after much closer 
attention had been given to certain points of detail 
in the preparation for and management of labour 
In a series of 2,000 cases reported in 1948 there was 
a loss of more than 600 ml. of blood in 15.7 per 
cent, and amounting to more than 1 per cent of 
body weight in 10 per cent. with an average loss of 
323 ml. in the third stage. In the present series of 
4,204 patients delivered since then blood loss 
averaged only 219 ml. and only exceeded 600 ml. 
in 4.3 per cent and 1 per cent of body weight in 3 
percent. Episiotomy or laceration of the perineum 
resulted in an average increase of 189 ml. in blood 
loss in the first series, and of 110 ml. in the second. 
Similarly, the effect of the duration of the third 
stage on the amount lost was diminished, the 
average loss in the first series being 292 ml. where 
the duration was under 6 minutes, increasing to an 
average of 529 ml. where the duration was greater 
than 60 minutes, whereas in the present series the 
average loss amounted to 214 ml. where the dura- 
tion was under 6 minutes, increasing only to 314 ml. 
where the duration was greater than one hour. 

This substantial reduction of blood loss in the 
third stage is attributed to the following factors: 
(1) Supervision of the patient’s weight so as to 
maintain it at an optimum level, heavier patients 
having an increased tendency to blood loss. (2) 
The treatment of anaemia and diminished specific 
gravity of the serum during pregnancy with judi- 
cious iron therapy. (3) Better estimation of the 
pelvic capacity and earlier detection of soft-tissue 
dystocia, thereby avoiding unnecessary lacerations. 
(4) More active interference in the third stage by 
giving intravenous ergometrine as soon as the 
anterior shoulder is born, with expression of the 
placenta following the birth of the baby. If the 
placenta is siow in separating and bleeding occurs, 
manual removal should be proceeded with in the 
shortest possible time. (5) Keeping sedation within 
reasonable limits and avoidance of complete un- 
consciousness in labour, togther with conditioning 
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of the patient to the physical strain of labour and 
combating the fear-pain-tension syndrome on the 
lines laid down by Read. Relief of pain is thus 
attained through strengthening the psychological 
powers of control of the patient rather than with 
heavy doses of narcotics. With the adoption of 
these methods mental and physical post-partum 
apathy has greatly diminished and, as the records 
of cases show, this has been attended by a marked 
decrease in blood loss in the immediate post-partum 
period. A. Wallach 


1278. Treatment of Prolapsed Cord. 
By L. W. Cox. Lancet, 1, 561-562, Mar. 10, 
F951. 


1279. Premature Detachment of the Placenta in 
White Rats on a Diet Deficient in Riboflavin. (11 
distacco intempestivo delle placente nella ratta albina 
alimentata con dieta carente di riboflavina.) 

By U. BotoGna and V. Piccronr. Clin. ostet. 
ginec., 52, 275-278, Oct. 1950. 10 refs. 


1280. A New Method of Testing Complete Delivery 
of the Placenta (Barium Sulphate Test) , with Observa- 
tions on Symptomatology, Treatment, and Diagnosis 
of Partial Retention of the Placenta. (Ein neues Ver- 
fahren zur Beurteilung der Plazenta auf Vollstandig- 
keit (Bariumsulfatprobe), nebst einem Beitrag zur 
Symptomatologie. Therapie und Diagnostik der 
Retentio placentae partialis.) 

By W. Hacke. Zbl. Gyndk., 72, 1004-1017, 
1950. Bibliography. 

Retentio placentae partialis is not a frequent 
event. Its incidence at the Rostock University 
Maternity Clinic was 0.63 per cent among 21,613 
deliveries over a period of 26 years. Its dangers, 
such as haemorrhage, infection, and inhibition of 
lactation, are discussed and some pre-disposing 
factors such as mismanagement of the third stage, 
misapplication of Credé’s method, previous febrile 
abortions and curettage, manual removal of the 
placenta in previous deliveries, and puerperal sepsis 
are mentioned. 

The difficulty is to be sure of the correct diagnosis 
so as to avoid any unnecessary and dangerous inter- 
ference with the uterus post partum; treatment is 
self-evident. After discussing the advantages and 
disadvantages of the three well-known methods of 
determining the complete delivery of the placenta 
(the milk test, air test, and floating test) the author 
introduces a new test, a chemical one. It is based 
on the fact that a watery solution of barium 
chloride brought into contact with a watery solu- 
tion of sodium sulphate forms a white precipitate 
of barium sulphate. The necessary reagents are: 
2 per cent watery solution of barium chloride (dis- 
tilled water should be used because the sodium 
ions present in tap water produce precipitation) 
and a 2 per cent watery solution of sodium sulphate. 
Both are clear, colourless fluids. 

The technique is similar to the milk test. After 
removal of any adherent clots the placenta is placed 
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in a dish, the maternal surface upwards, and 

covered with 1,500 ml, of the barium chloride solu 

tion, which should only just cover the placenta, 
though completely. Then with a large syringe 

500 ml. of the sodium sulphate solution is injected 

through a glass cannula into the umbilical vein. 

One of the umbilical arteries may also be used, but 

it is technically easier to use the vein. (The choice 
as to which solution is injected and which used to 
cover the placenta is of no significance for the 
result.) Care must be taken that while injecting 
the vein no trace of the injected fluid comes into 
contact with the solution covering the placenta. 
Where the placental circulation is interrupted the 
two solutions mix and a mushroom-like precipitate 
of barium sulphate is visible, not pure white but of 

i pale pink colour through mixing with the pla 
cental blood. If no precipitate forms the placenta 
is complete even if it does not look it. The test 
must be carried out immediately after the delivery 
of the placenta, before its vessels thrombose. To 
exclude thrombosis the employment of Franken’s 
puncture control, as performed in his air test, is 
idvised. Normally a precipitate will form where 
the placenta is punctured, As precipitate forma 
tion in the first stages of the myection into the 
umbilical vein might still be due to a torn vessel 
only, without a real defect, the whole 500 ml. must 
be injected; the placenta is then taken out, placed 
on the palms of both hands, and carefully rinsed 
with water. It will be seen that a pinkish-white 
barium sulphate precipitate adheres firmly only 
where a real defect is present, the area of the defect 
being surrounded by a narrow white band of barium 
sulphate, This striking appearance almost gives 
certain proof of a defect. In a small number of 
cases where the test was positive exploration of the 
uterus invariably confirmed its value. 

The author concludes modestly that his test is 
not the ideal solution, invites others to verify it. 
ind suggests choice of other chemicals. [He men 
tions briefly the toxicity of barium chloride, but 
does not stress enough its lethal properties. The 
intidote is, of course, sodium sulphate or mag- 
nesium sulphate. ] E. Deutsch 
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1281. Obstetrical Anesthesia and Analgesia. 
By E. B. Tuony. Sth. Med. Surg., 113. 1-5, 
Jan. 1951. 8 refs 


1282. Obliteration of Pain at the Site of Reference 
by Intradermal Infiltration Anaesthesia in First-stage 
Labor. Preliminary Report. 

By A. A. AsBrams. New Engl. J]. Med., 243. 
636-640, Oct. 26, 1950. 2 figs., 5 refs. 

An attempt has been made to abolish the pain 
of uterine contractions in the first stage of labour 
by breaking the pain-reference arc to the skin bv 
blocking the nerves of the lower abdomen and over 
the sacrum with local analgesics. For abdominal 
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pain 30 ml. of a 1.5 per cent solution of ‘‘ mety- 
caine '’ (to which 1 in 200,000 adrenaline had been 
added) was injected intradermally, starting at the 
mid-line just above the pubis and continuing the 
infiltration in a linear fashion above the inguinal 
ligaments, out to the anterior superior iliac spines, 
and then up the mid-line of the abdomen for 7.5 
cm. and extending laterally for 2.5 cm. on each 
side. Ifthe patient complained of pain in the back, 
the skin over the upper sacrum and sacro-iliac 
joints was injected with up to 30 ml. of the solu 
tion. 

The use of metycaine resulted in a marked 
relief of pain, in some cases for as long as 6 hours 
Procaine and amethocaine were as effective, but 
the duration of analgesia was less. In most multi- 
parae and in some primiparae one injection sufficed 
for the first stage of labour. It was given at the 
onset of labour and did not affect the uterine con- 
tractions; it remained effective until the cervix 
became 3'% to 4 fingers dilated, when deep pelvic 
pain necessitated additional analgesia. 

Of 40 unselected patients at the Massachusetts 
Memorial Hospitals 22 had complete relief of pain 
and 15 had moderate relief; 3 patients needed 
alternative medication, There were no systemic 
effects from this procedure, labour was not delayed, 
and the babies cried immediately at birth. 

[The method is very similar to that described by 
Theobald (J. Obstet. Gynaec. Brit. Emp., 1949 
56. 447) for the relief of referred pain in gynae 
cological conditions, and merits a trial in those 
-ases where morphine or pethidine are contra- 
indicated. } D.C. A. Bevis 


1283. The Use of Benzocaine as Topical Analgesia 
in the Parturient. 

By H. E. Scumitz, C. J. SMITH, and G. A. 
CARBERRY. West. J. Surg. Obstet. Gynec., 59, 
117-119, Mar. 1951. 4 refs. 


1284. Conduction Anaesthesia in Control of Obstet- 
ric Pain and in Management of Caesarean Sections. 

By C. E. James, C. G. BRINGLE, A. E. LAUGHLIN, 
and R. A. H1ncson. J. int. Coll. Surg., 15, 50-56, 
Jan, 1951. 11 figs. 


1285. Anaesthesia in Shock and Haemorrhage. 
(Ueber die Anisthesie im Schock und wahrend der 
Blutung.) 

By V. Gvnaecologia, Basel, 131, 
87-96, Feb. 1951. 2 figs. 


1286. Obstetric Analgesia and Placental Insuffi- 
ciency. 

By E. H. Sewarp. Brit. med. ].,2, 1422-1424, 
Dec. 23, 1950. 15 refs. 

The factors concerned in oxygen transfer to the 
foetus are discussed, and also the effect of uterine 
contractions on this oxygen transfer. If a 50 per 
cent nitrous oxide and air mixture is used for 
obstetric analgesia, only 10 per cent of oxygen is 
provided for the mother; inhalation of such a mix- 
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ture will lower the maternal arterial oxygen tension 
to below 50 mm. Hg, at which level the oxygen 
tension gradient across the placenta is considerably 
reduced. In a normal healthy placenta a reservoir 
of oxygen in combination with haemoglobin is 
present to provide for the needs of the foetus, and 
this enables it to survive oxygen lack in the mother 
for short periods of time; thus nitrous oxide and 
air mixtures can be used with safety. 

If placental function is abnormal, however, due 
to a pre-eclamptic toxaemia or premature separa- 
tion the oxygen reservoir is reduced. The author 
considers that under these circumstances there is 
a danger to the foetus if the maternal arterial oxy- 
gen tension is lessened by means of a nitrous oxide 
and air mixture. He advises the use of a 75 per 
cent nitrous oxide and 25 per cent oxygen mixture, 
which will not only maintain the maternal arterial 
oxygen tension with benefit to the foetus, but will 
also result in better pain relief due to its higher 
nitrous-oxide content. This mixture has been in use 
for more than 2 years and has proved satisfactory 
for self-administration under the supervision of 
midwives trained in nitrous-oxide and air analgesia. 

A.M. Hutton 


1287. Controlled Trichlorethylene Anaesthesia in 
Labour and Minor Gynaecology. (Gesteuerter 


Trichloranrausch unter der Geburt und in der kleinen 
Gynakologie.) 

By B. MansteIn. Dtsch. GesundhWes., 6, 16-18, 
Jan. 4, 1951. 


1288. Thiopental Sodium in Obstetrics. 
By C. W. Pavey. Ohio St. med. ]., 47, 38-40, 
Jan., 1951. 


1289. Chloroform in Obstetrical Anaesthesia. 

By F. H. Smirk. N.Z. med. ]., 49, 676-680, 
Dec., 1950. 

1290. The Technique of Obstetrical Analgesia. (Zur 
fechnik der geburtshilflichen Schmerzbekimpfung. ) 

By O. Kaser. Geburtsh. u. Frauenheilk., 11. 
97-113, Feb. 1951. 27 refs. 

1291. New Obstetrical Nerve Blocking Methods. 
(Technik geburtshilflichen | Schmerzbekamp 
thesien. ) 

By A. IKLé. Geburtsh. u. Frauenheilk., 11, 
113-135, Feb. 1951. 14 figs., 44 refs. 

1292. Nerve Block in Painless Childbirth. 

By O. J. JoHNson. J. Amer. med. Ass., 145, 
401-402, Feb. 10, 1951. 1 fig., 4 refs. 

1293. A New Technique for Complete Block of Pain 
in Labour. Directed, Protracted, Epidural Filling. 
(Eine neue Methode der kompletten Leitungsanis- 
thesie des Geburtsschmerzes. Die gezielte, protrach- 
ierte, peridural Plombe. ) 

By K. J. ANseL-mrino, H. Daun, R. Gros, R. 
Jacoss, G. PLaskuba, H. SAUER, and R. STEWENS. 
Geburts. u. Frauenheilk., 10, 589-596, Aug. 1950 
36 refs. 
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The various methods of regional analgesia in 
common use, particularly in the U.S. and France, 
are reviewed. The authors point out that the pain 
of labour consists of two components: the painful 
stimuli arising from uterine contractions, which 
pass centrally through the sympathetic ganglia at 
the level of 11th and 12th thoracic segments; and 
the pain resulting from dilatation of the cervix and 
pelvic floor, which passes through the pelvic and 
pudendal nerves in the sacral plexus. Labour pain 
mainly arises from uterine contractions, at least in 
multiparae, and this can be relieved in 90 per cent 
of cases by blocking the 11th and tzth thoraci 
segments. 
| The authors state that the best results, so far as 
relief of pain is concerned, have been achieved with 
continuous caudal analgesia, Its disadvantages are 
that: (1) the whole of the lower part of the body is 
affected; (2) the technique is difficult; (3) there is 
a high incidence of delay in the second stage of 
labour as the pressure reflex is abolished; and (4) 
there is a high forceps rate. They consider that 
equally effective relief of pain can be obtained by 
a single injection of a small amount (2 to 4 ml.) of 
an analgesic drug which has a prolonged action 
and produces only a localized block. Not only is 
the relief of pain adequate but there are two 
additional advantages; (1) the technique is simple 
and no special instruments are required; and (2) 
the labour is more normal] than after caudal anal- 
gesia—the incidence of forceps delivery not being 
increased. Several substances were tried and 
finally the authors used one with marked viscosity 
and large molecules. They obtained good results 
in 89 per cent of the 2,000 cases with one injection 
of 2 to 4 ml. between the 11th and rath thoracic 
vertebrae, provided the injection was given after 
the cervix was dilated to 4 to 5 cm. The forceps 
rate was not increased and no injuries were ob- 
served to mother or child. 

In later stages of this investigation the authors 
gave two injections, one between the 11th and 12th 
thoracic vertebrae and one between the 5th lumbar 
and rst sacral vertebrae. This method gave com- 
plete relief from pain, but in primigravidae the 
forceps rate was slightly increased (8 per cent). 
There was no increase in forceps rate in multiparae. 

The authors found this method useful also in 
cases of uterine inertia, of pre-eclampsia and 
eclampsia, where it caused lowering of the blood- 
pressure, and of anuria, where it produced diuresis. 

Gladys Dodds 

1294. Obstetric Analgesia by Hypogastric Plexus 
Block (Prevertebral Anaesthesia.) (Geburtsanasthe- 
sie durch Ausschaltung des Plexus hypogastricus 
superior (pravertebrale anasthesie) .) 

By G. NarikK and K, WeGHaupt. Arch. Gyndak., 
179, 30-41, 1950. 4 figs., 12 refs. 

1295. Pudendal Block with Hyaluronidase. 

B. H. C. Hers. ]. S. Carolina med. Ass., 46, 
309-310, Oct. 1950 9 refs. 
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Hyaiurontdase hydrolyses hyaluronic acid, 
which is normally present in the tissues and which 
obstructs the diffusion of invasive substances. Its 
addition to local analgesic agents might be of value 
in producing a higher percentage of successful 
regional blocks. It is not easy to deposit anaes- 
thetic solution accurately and consistently along 
nerve trunks, Pudendal-block analgesia for delivery 
ind repair of the perineum is a nearly perfect 
method for the patient, the foetus and the doctor. 
It causes marked perineal gapings within 3 minutes, 
which facilitates low forceps or breech delivery and 
minimizes laceration. There is no urge to bear 
down, so the patient must be instructed to bear 
down. The pain of perineal stretching—the worst 
pain—is avoided. 

Lyophilized hyaluronidase (150 turbidity- 
reducing units) is added to 0.5 ml. of adrenaline 
ind 30 ml. of 1 per cent procaine. Wheals are 
made half-way between the anus and _ ischial 
tuberosities on the perineum. Two fingers are 
placed in the vagina for orientation. A spinal 
needle is passed through the wheal to the tubero 
itv, and 5 ml. of solution placed posteriorly and 
medially to the tuberosity to anaesthetize the peri 
veal branch of the posterior cutaneous femoris 
verve The needle is passed horizontally to the 
schial spine and 5 ml. is deposited round the 
pudendal nerve as it enters Alcock’s canal. Then 
5 ml. is infiltrated in the superior portion of the 
labia minora to anaesthetize the perineal branches 
of the ilio-inguinal nerve. The same procedure is 
carried out on the other side. With this mixture 
in effective block is obtained more quickly than 
with the usual technique for pudendal block 
Further, the technique is greatly simnlified as in- 
jection in the vicinity of the nerve will produce an 
effective block. Tt was used in 50 unselected cases; 
in 38 analgesia was ideal’’: in to satisfactorv; 
ind in 2 a failure W. Stanley Svkes 


1296. Dangers of Spinal Analgesia. (De gevaren 
ler Inmbaal analgesie.) 

Ry A. W. SrokHuyzFn Ned. Tiiddschr. Ver- 
losk., 51. 14-26, 1951 11 refs 


1297. Headaches Following Svinal Anesthesia for 
Vaginal Deliveries. A Study of 582 Cases. 

Bv F. E. Ann. west. Med. Sure., 4, 
810-813, Dec. 1950. 17 refs 


1208. Caudal Analgesia in Private Obstetric 
Practice. A Review of 2,139 Cases. 
Ry G. C. West. JT. Sure. Obstet 


Gynec., 59, 19-24, Jan. 1951. 6 figs., 5 refs. 
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1209. Early Ambulation in Obstetrics. 
Le lever précoce en obstétrique.) 

By J. pe Satnt-Victor. Laval méd., 15, 1398 
1430, Dec. 1950. 37 refs. 
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1300. Early Ambulation. 
lendemain. ) 

By J. Krets. 
Nov.-Dec. 1950. 


(Le lever marchant du 


Rev. frang. Gynéc., 45, 300-307, 
15 refs. 


1301. A Study of the Lipids in Postpartum Plasma. 
Its Use in Rheumatoid Arthritis. 

By L. W. GRaNiIRER. Surg. Gynec. Obstet., 91, 
591-592, Nov. 1950. 3 refs. 

The investigation here reported was undertaken 
to ascertain whether or not there was any abnor- 
mality in the lipid content of the plasma post 
partum which might account for the fact (Granirer, 
7th mternat. Congress Rheumatic Dis., 1949, New 
York) that a sustained remission could be produced 
in rheumatoid arthritis by the administration of 
suitable amounts of pooled post partum plasma. 
The mechanism of this effect has not yet been 
elucidated, but the evidence suggests that it is not 
due solely to steroidal factors. The subjects of the 
investigation were parturient patients, with no 
evidence of liver disease, in the obstetrical wards 
of the Queens General Hospital, Jamaica, Long 
Island. All patients were maintained on an 
ordinary diet and blood obtained 48 to 72 hours 
after delivery was pooled so that each plasma speci- 
men represented the blood of to mothers. Lipid 
estimations were determined according to the 
method described by Bloor. 

In a group of 80 subjects the average plasma level 
of total lipids was 465 mg. per 100 ml., of fatty 
acids 355 mg. per too ml., and of phospholipids 
8.2 mg. per 100 ml. In 250 patients the average 
plasma total cholesterol content was 119 mg. per 
1oo ml. and that of cholesterolesters 68 mg. per 
100 ml. It is concluded that there is a decrease in 
the plasma cholesterol after delivery, which may 
be a reflexion of pituitary adrenocorticotrophic 
activity. Lilian Raftery 


1302. Study of Vaginal Smears during the Puer- 
perium. (Etude des frottis vaginaux pendant les suites 
de couches.) 

By G. and F. PELTIER. 
Obstét., 49, 487-492, 1950. 3 refs. 
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1303. Cerebral Thrombophlebitis in the Puerperium. 
(Tromboflebitis cerebral puerperal.) 

By L. BarraguEr-Borpas. Clin. y Lab., 51, 
4-19, Jan. 1951. 8 refs. 

1304. Five Cases of Puerperal Tetanus (One associa- 
ted with Eclampsia.) 

By D. B. Jevurre, A. H. C. Wacker, and S 
MattrHews. Brit. med. ]., 2, 814-816, Oct. 7, 
1950. 13 refs. 

In this report from University College, Ibadan, 
Nigeria, it is pointed out that puerperal tetanus is 
undoubtedly more common in tropical than in 
temperate climates. Moreover, in Nigeria manage- 
ment of labour according to native custom is 
favourable to the introduction of Clostridium 
tetani into the birth canal, since the patient squats 
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on her heels throughout the second and _ third 
stages of labour with the vulva touching or close 
to the ground, and the floor of the average native 
mud hut is commonly contaminated by the faeces 
of goats and hens, which frequently contain spores 
of Cl. tetani. Unsterile native medicaments are 
often inserted into the vagina, and dirty cloths are 
frequently used as vulva pads. 


The authors report 5 cases of puerperal tetanus 
in Nigerian women, the first of whom had a twin 
pregnancy complicated by eclampsia, labour being 
completed by forceps delivery of the first foetus 
and internal version and breech extraction of the 
second. Her condition improved until the 8th day 
when she developed pain in the back of the head 
and neck followed by opisthotonos and neck rigidity 
and later by trismus and local and general tetanic 
spasms. In spite of treatment with anti-tetanus 
serum, sedatives, and antibiotics, she developed a 
hyperpyrexia and died after 48 hours. In the 
second case the patient developed tetanus 5 days 
after a 2-month abortion. In spite of treatment 
she also died within 48 hours of admission to hos- 
pital on the 5th day of her illness The third 
patient developed symptoms of tetanus on the 
roth day after a normal full-term delivery at home. 
Treatment along the same lines as in the previous 
case was successful although some stiffness and 
spinal hvperextension were still present when the 
patient took her own discharge after 3 weeks. In 
the fourth case symptoms of tetanus appeared on 
the 8th day after an uncomplicated labour and the 
patient was admitted to hospital 2 days later. Her 
response to treatment was so satisfactory that she 
was discharged from hospital after 12 days. The 
fifth patient had had an easy labour 1o days before 
admission, but the placenta had been incompletely 
expelled. Subsequent attempts to remove this had 
been made by attendant relatives by making the 
patient blow into a calabash horn and by swabbing 
out the vagina with plugs of fresh kapok. Five 
days after delivery she developed slight stiffness of 
the neck and trismus and on her admission to hos- 
pital 5 days later these signs had become very 
severe. On the following day full tetanic spasms 
were occurring every 2 minutes; after 24 hours 
these had become almost continuous and the 
patient died on the rzth day after delivery. 

The authors advocate the prophylactic adminis- 
tration of antitetanus serum before undertaking 
any gynaecological operation in the tropics and in 
all obstetrical cases which require intervention, In 
view of the danger of cord infection antitetanus 
serum should also be given to the baby. They 
consider it probable that the incidence of tetanus 
in Ibadan is much higher than case records indicate, 
since local women prefer domiciliary confinements 
and do not seek medical advice for puerperal com- 
plications. 

[It is noteworthy that in those cases in which 
bacteriological examinationn of the vaginal dis- 
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charge was carried out Cl, tetani was not identified. 
In the fourth case, admittedly a mild one, it is 
stated that the patient continued to feed the baby : 
it may be considered that it would have been wiser 
to avoid this in order to achieve the fullest degree 
of sedation and so offer the mother the best chance 
of recovery. |] J. A. Chalmers 


1305. Superinvolution of the Uterus from Lactation 
(Clinical and Endocrinological Significance) . 
(L’utérus surinvolué de lactation (sa signification 
clinique et endocrinologique) .) 

By L. Mavromati, Ann. 
11, 148-156, 1950. 40 refs. 

Superinvolution of the uterus is considered 

athological only when too extreme or too pro- 
ane Among several hundred nursing women 
observed, in 14 super-involution continued while 
nursing (8 to 12 months), and even several months 
or years afterwards. All of them were amenor- 
rhoeic during that time. Menstruation appeared 
in 3 cases 24% to 34% months after weaning, lactation 
having been maintained for 8, 10, and 11 months 
respectively. In the other cases amenorrhoea was 
prolonged long after weaning. Four patients were 
slightly adipose, 2 showed an adiposo-genital syn- 
drome, 6 were asthenic and hypoplastic, and 4 had 
a mixed normal constitution. The history indicated 
pituitary insufficiency in most of them. Maximum 
involution was found normally at about the end of 
the third month of nursing and the first menstrua- 
tion generally appeared about the fifth month 
while nursing. Superinvolution was maintained for 
several weeks and then became subnormal even in 
women who had begun to menstruate again. The 
superinvoluted uterus had atrophic endometrium 
and thin walls. Superinvolution from nursing was 
attributed to three factors: (1) prolactin, (2) mam 
mary substance (no mammary hormone was iso- 
lated, but its existence is assumed on experimental 
and clinical grounds), and (3) reflex action from 
sucking. Superinvolution was attributed primarily 
to exhaustion of the hypophysis. Many of the 
women had shown previous hypophyseal defi- 
ciency. Prolongation of superinvolution beyond 
the fourth month of nursing, especially if there 
were formed symptoms of pituitary-ovarian defi- 
ciency, was considered an indication for treatment. 
The first measure was to stop nursing, Attention 
was then directed to the general health and 
hygiene. Injections (15 to 20 in number) of gonado- 
trophins, 100 to 200 units, were given every other 
day and then interrupted for 2 weeks, This treat- 
ment was repeated for 3 months. Oe6estrogens 
(100 i.u.) were given daily or every other day for 
25 days. Extract of whole ovary was added to 
the treatment. Of 18 patients 3 recovered spon- 
taneously, 9 yielded to pituitary treatment alone, 
and 3 to additional extract of whole ovary. One 
required three series of injections, Two did not 
respond to any treatment. 
J. P. Pratt (Excerpta Medica] 
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1306. Myomata and the Puerperium. 
puerperalidad. ) 

By J. Bazan. Sem. méd., B. Atres, 57, 1137 
1141, Dec, 14, 1951 


LACTATION 
1407. The Use of Mixed Estrogens for the Sup- 
pression of Lactation.) 
By M. L. Strong, T. H. McGavack, and L. S. 


Loizeaux. Bull. N.Y. med. Coll., 13, 68 70, 1950. 
11 refs, 
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1305. Localised Penicillin Therapy in cases of Puru- 
lent and Incipient Puerperal Mastitis. {In Russian. | 

By N. F. Bepnyakov. Akush. Ginek., No. 1, 
15-47, Jan.-Feb. 1951. 

1309. Localised Penicillin Therapy in Cases of 
Mastitis. {In Russian. | 

By L. E. SHIFLINGER. Akush. Ginek., No. 1, 
47-48, Jan.-Feb. 1951. 

1310. The Successful Treatment of Inflammation 
and Suppuration in the Lactating Breast with Aureo- 
mycin, (La guérison des complications inflammatoires 
et des suppurations mammaries de l’allaitment par 
l'auréomycine. ) 

By E. Bansitton and H. Gasrier. J. Méd. 
Lyon, 31, 1001-1003, Dec. 5, 1950. 4 refs. 

Details are given of the treatment of suppuration 
in the lactating breast with aureomycin, the dose 
given being 2 to 3 g. a day for 4 or 5 days, the 
drug being given 6-hourly. It was found to be 
especially useful in the treatment of cases infected 
with a penicillin-resistant staphylococcus. Ery- 
thema of the skin of the mother, or even of the 
infant, and nausea were side effects which res- 
ponded well to treatment with promethazine 
‘* phenergan "’). G. S. Crockett 


1311. Breast Abscess. 
Failure. 

By M. Newron and N. R. Newron. Surg 
Gynec, Obstet., 91, 651-655, Dec. 1950. 16 refs. 

This paper reports a study of 86 cases of breast 
abscess seen in the hospital of the University of 
Pennsylvania during the 10-year period I940 to 
1949 inclusive. Up till 1945 sulphonamides were 
given in treatment; since 1945 penicillin has been 
given, The authors attribute breast abscess to a 
physiological failure in the final stages of lactation 
This final stage they refer to as the ‘‘ let-down 
reflex '' whereby, secretion of the milk having 
taken place, the ducts are emptied as a result of 
the stimulus of suckling. They point out that a 
number of factors may inhibit the let-down reflex 
and so lead to stagnation and pyogenic inflam 
mation of the breast. Among these influences 
anxiety, fatigue, and emotional stress in general 
play an important part. The authors also main 
tain that for adequate suckling it is desirable, and 
even necessary, that the mother should co-operate 
psychologically and be anxious to feed her baby. 
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Ihe treatment in these 86 cases is described | the 
principles differing in no way from British prac- 
tice]. Incision is employed as a routine after a 
preliminary period of treatment with antibiotics. 

H. J. B. Atkins 


1312. Immunological Reactions of the Coxsackie 
Viruses. III. Cross-protection Tests in Infant Mice 
Born of Vaccinated Mothers. Transfer of Immunity 
through the Milk. 

By J. L. Mevnick, N. A. Crarke, and L. M. 
Kraft. J, exp. Med., 92, 499-505, Nov. 1950 
9 refs. 

Immunity to the Coxsackie group of viruses can 
be transferred to newborn mice by means of the 
colostrum or milk of vaccinated mothers. Whether 
or not placental transmission of immunity also 
occurs was not determined. Because the immunity 
transferred in this way is type specific, it is possible 
to employ newborn mice from vaccinated mothers 
for determination of type, provided the chalienging 
dose of virus does not exceed 100 ID 50. 

R. Hare 


1313. Enzyme Chemistry of Colostrum and Milk. 
A Proteolytic Enzyme with Cathepsin-like Action. 
(Zur Fermentchemie des Kolostrums und der 
Frauenmilch. Ueber ein proteolytisches Enzym mit 
Kathepsinwirkung. ) 

By K. LenmacHer, R. MERTEN, and H. RAtzeEx 
Arch. Gynik., 179, 94-97, 1950. 19 refs. 


INFANT 
1314. Twinning in Twin Pedigrees. 
By J. A. H. WaterHouse. Brit. J. soc. Med., 
4, 197-216, Oct. 1950. 5 figs., 8 refs. 


1315. The Relation of Birth Weight to Physical 
Growth. A Statistical Study. 

By R. S. IttrncwortH, C. C. Harvey, and 
G. H. Jowett. Arch. Dis, Childh., 25, 390-308, 
Dec, 1950. 6 figs., 7 refs 

The authors have extended their previous work 
(Lancet, 1949, 2, 598) on the relation of birth 
weight to subsequent weight and height by investi 
gating other standard body dimensions in groups 
of children of different birth weights The object 
was to ascertain whether such measurements would 
account for the subsequent differences in weight 
found in children of different birth weights. <A 
total of 238 children between the ages of 5 to 8 
vears was studied and were divided into three 
groups according to their birth weights: 51% Ib. 
(2.5 kg.) or less; 7 Ib. 2 oz. to 7 lb, 6 oz. (3.2 to 
3.35 kg.); 814 Ib. (3.85 kg.) or more. The standard 
body dimensions examined were weight, pelvic and 
calf girth, chest circumference, and standing and 
sitting height. The methods used to obtain these 
measurements are described. They found that all 
the measurements were smaller in those of low 
birth weight than in those of large birth weight 
and that the measurements of children of average 
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birth weight fell between the two. These findings 
were found to be statistically significant (there is 
an appendix to the paper in which the statistical 
methods used are described). Emphasis is placed 
on the importance and possible long-term effects 
of controllable factors that influence birth weight, 
such as premature induction of labour and the 
prevention of prematurity by the improvement of 
the nutritional and social circumstances of the 
mother. David Morris 


1316. Changes in Birth weight in the Last Five 
Years. (Die Veranderungen des Geburtsgewichtes in 
den Letzten fiinfzig Jahren.) 

By K. SotrH and K. Apr. Schweiz. med. 
Wschr., 81, 58-61, Jan. 20, 1951. 5 figs., 11 refs. 


1317. Children Born by Caesarean Section. (Les 
enfants nés par césarienne.) 

By P. Lantu£EjouL. Sem. Hép. Paris, 26, 4690, 
Dec. 10, 1950. 

1318. The Configuration of the Head After Delivery 
in Breech Presentation. (Die Konfiguration des 
Kopfes nach Geburt aus Beckenendlage. ) 

By E. Wotrram. Zbl. Gynik., 72, 995-1001, 
1950. 9 figs., 12 refs. 

Various factors are discussed which, in a greater 
or lesser degree, influence the shape of the head of 
infants delivered after breech presentation, These 
are: parity, to which is closely related the tone of 
the abdominal muscles and hence the intra- 
abdominal pressure; and natural forces active at 
birth or those obstetrically, sometimes forcefully, 
employed (Kristeller’s pressure over the fundus 
uteri and various methods of extraction). These 
are, in the author’s opinion, of minor importance; 
greater stress is laid on the significance of the liquor 
amnii pressure, which depends on the amount of 
the amniotic fluid. The pressure exerts its influence 
on the foetal head for weeks and months during 
the course of the pregnancy. After the rupture of 
the membranes or in cases of deficiency of the 
amniotic fluid the fundus uteri pressure comes into 
action. The more prematurely the rupture of the 
membranes occurs the longer will be the action of 
the fundus uteri pressure and the shorter the action 
of the liquor amnii pressure. The effect which 
these forces may have on the foetal head depends 
also on the foetus itself, whether the head is large 
and hard with narrow fontanelles and narrow 
sutures, the state of maturity, and similar factors. 

Investigations were made on 30. children 
delivered in breech presentation; but cases of 
breech presentation in multiple pregnancy or fol- 
lowing version were excluded. Immediately post 
partum the head was measured with a lead wire 
(5 mm. wide, 1.5 mm. thick), At first the distance 
between the glabella and occipital protuberance 
was measured by pelvimetry and these two points 
marked down on a chart. Then the profile of the 
curvature of the skull, as obtained with the wire, 
was drawn between the two previously fixed points. 
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To facilitate the control measurement, which was 
done one week later, little notches were made in 
the wire where it ran over marked points of the 
head (root of the nose, middle of the anterior and 
posterior fontanelle and occipital protuberance). In 
a similar way the largest horizontal circumference 
of the head (glabella round the head over the most 
prominent parts of the parietal bones) and the 
biparietal and bitemporal diameters were ascer- 
tained. One week later the whole procedure was 
repeated and the new measurements plotted 
against the post-partum findings. Photographs of 
the head were taken to check the results, 

Most conspicuous was the postnatal flattening of 
the vault of the cranium, the difference between 
the two measurements ranging from 2 to Io mm. 
and being highest in cases of premature rupture of 
the membranes (longer influence of the fundus 
uteri pressure). In 75 per cent of the investigated 
babies an additional flattening of the occiput was 
noted, especially in primigravidae (longer first 
stage, longer acting pressure of fundus uteri and 
abdominal muscles). The second measurement 
revealed also an increase of all diameters by 1 to 
5 mm. which implies a reduction of the volume of 
the head during parturition, made possible through 
the squeezing out of the blood into the veins and 
of the cerebrospinal fluid through the foramen mag- 
num by the liquor amnii pressure. 


Another characteristic feature was the flattening 
of that os parietale which was closest to the 
maternal abdominal wall; this sign, mainly due to 
liquor amnii pressure, was seen in 20 babies, 2 of 
them delivered immediately, and the remainder 
20 minutes, after the rupture of the membranes 
respectively. 

These investigations showed that the belief that 
the head, after breech presentation, is always 
shaped like a ball as described in some textbooks, is 
not correct. Endogenous factors must not be over- 
looked. They are of a permanent nature and in 
some babies are responsible for the flattening of 
the posterior part of the cranium combined often 
with a striking asymmetry of the face. Dolicho- 
cephaly, often met with in babies delivered after 
breech presentation, is regarded as a predisposing 
factor to this presentation rather than as a sequel. 

E. Deutsch 


1319. Comparative Studies on Venous and Capillary 
Blood in the Newborn. (Vergleichende Blutunter- 
suchungen aus Venen- und Fersenblut des Neuge- 
borenen.) 

By G. Napp. Arch. Gynik., 179, 42-54, 1950. 3 
figs., 16 refs. 


1320. The Haemoglobins of the Foetus and New- 
born. 
By F. D. Wuire, G. E. Detory and L. G. 
IsrRAELS, Canad. J]. Res. (E), 28, 231-237, Oct. 
1950. 2 figs., 15 refs. 
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ln addition to the so-called labile and refractory 
haemoglobins in the blood of the foetus and new- 
born infant, the authors report a third form which 
they have detected by following the rate of reaction 
with sodium hydroxide. They measured the 
haemoglobin concentration by observing optical 
densities in a spectrophotometer, and found three 
distinct breaks in the curves relating haemoglobin 
concentration and time. Two of the three reaction- 
rates correspond to the previously reported forms of 
haemoglobin, but the third rate was intermediate 
between these. This new component could be 
detected in only 33 of 66 samples of cord blood or 
blood from normal, full-term infants; its presence 
could not be correlated with any other factor and 
the authors could give no explanation of the 
anomaly 

Confirmation was also obtained of the presence 
of a labile and a refractory component of haemo- 
vlobin in adult blood; the evidence obtained from 
the rate of reaction with sodium hydroxide indicated 
that whereas the former fraction may be identical 
with the corresponding fraction in foetal blood, the 
refractory component of adult blood is not identical 
with either the newly reported or, the refractory 
component of foetal blood. 


R. P. Hullin. 


1421. The role of the Foetal Haemoglobins in the 
Aetiology of Jaundice of the Newborn. 

By G. E. Detory, L. G. and F. D 
Wuire. Canad. ]. Res. (E), 28, 238-244, Oct. 1950. 
15 refs. 

The total bilirubin, total haemoglobin, and 
refractory haemoglobin content of the blood was 
determined in a series of 32 normal, newborn 
infants at the Winnipeg General Hospital. The 
blood was obtained from the umbilical cord and by 
heel puncture at 1, 3, and 7 days, and again at 3 
or 4 weeks, after birth. The total and refractory 
haemoglobin estimations were carried out as 
ilready described (see Abstract 1320) while the 
bilirubin was estimated by Waugh’s method (Amer. 
]. med. Sci., 1940, 199, 9.). Of the infants studied 
19 developed clinical jaundice within the first 7 
days of life; there was no threshold level of 
bilirubin at which all infants became jaundiced, 
but jaundice was present in all cases with plasma 
bilirubin greater than 4.5 mg. per too ml. The 
bilirubin level was at its highest by the 3rd day 
and had fallen by the 7th day in most of the cases, 
confirming the findings of previous workers. The 
total haemoglobin value rose sharply after birth, 
began to decline after the 3rd day, and reached 
the initial value in 3 to 4 weeks; these results are 
not in agreement with those of other workers. 

The authors obtained a mean value of 76.2 per 
cent (range 50 to 87 per cent) of total for the 
refractory haemoglobin of cord blood; this mean 
value increased steadily up to the 7th day and then 
fell to the ard or 4th week when there was evidence 
that the refractory component was decreasing 


faster than the other components of haemoglobin 
This typical pattern was not followed in all the 
cases studied. 

No correlation between the rate of destruct’on 
of total haemoglobin or of its refractory component 
and the degree of bilirubinaemia was noted. No 
evidence was found that the refractory haemo- 
globin fraction was more susceptible to destruction 
than the other fractions, nor did it appear to be 
selectively destroyed in the neonatal period; hence 
it would appear to be without special significance 
in the aetiology of neonatal jaundice. 

R. P. Hullin 


1322. Placental Barrier in Carbon Monoxide, 
Barbiturate, and Radium Poisoning. Some Original 
Observations in Humans. 

By H. S. MartLanp and H. S. MartLanp, JR 
Amer. J. Surg., 80, 270-279, Sept. 1950. 1 fig., 3 
rets. 

The authors report observations on the per- 
meability of the human placenta made during the 
course of medico-legal duties at Newark, New 
Jersey. The material studied was derived from 
pregnant women who had died, as a result of 
accident or suicide, from carbon monoxide or from 
barbiturate poisoning. In addition a report is 
made of a long-term follow up of children of 
mothers accidentally poisoned by radium and its 
breakdown products about 30 years ago. 

Two cases of fatal carbon monoxide poisoning 
during pregnancy are reported; one, suicidal, at 
the 9th month, the other, accidental, at the 5th 
month of gestation. In each case post-mortem 
appearances are detailed, especially the obvious 
difference in the naked-eye appearance of the foetal 
and maternal blood. The maternal blood was 
respectively 88 per cent and 48 per cent saturated 
with carbon monoxide, while no carbon monoxide 
could be found chemically or spectrographically 
in the foetal blood. Thus the large carboxy- 
haemoglobin molecule cannot diffuse across the 
placental barrier, and this finding is evidence against 
the possibility of leakage of maternal erythrocytes 
into the foetal circulation. 

In the case of a woman, 9 months pregnant, who 
committed suicide by taking a barbiturate, analysis 
of some foetal and maternal] tissues showed that the 
concentration of the drug in the foetal brain was 
double that in the mother’s and was about one and 
a half times as great in the combined foetal liver, 
spleen, and kidneys as in the corresponding 
maternal organs. The authors stress the need for 
care in giving barbiturates to parturient women if 
depression of the child’s respiratory centre is to 
be avoided. 

In 1925 the senior author described cases of 
poisoning due to salts of the radium and thorium 
group of radio-active substances in girls who had 
ingested small quantities of luminous paint while 
dial painting up to 8 years previously, In 1929 and 
1931 the occurrence of cases of oestrogenic sarcoma 
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were described among these women. In the 
present paper the further occurrence of carcinomata 
of the accessory sinuses of the skull is noted and 
an investigation into the condition of children of 
these patients is described. The children—17 born 
of 10 mothers from o to 15 years from the time of 
stopping dial painting—were examined for y-ray 
activity of the body as a whole, and more recently 
for presence of radon in the breath. Although all 
except one of the mothers either are radioactive now 
or were at the time of death, in none of the children 
was radioactivity detected. Thus no significant 
quantities of radioactive elements of high atomic 
weight and long half-life cross the placenta. 
A. Tickner 


1323. Integration of Public Health Services for the 
Prevention and Care of Prematurity. 

By R. L. CLeerE, Rocky Mountain med. J., 48, 
33-38, Jan. 1951. 


1324. Studies on Prematurity. I. Incidence and 
Obstetrical Considerations. 

By W. PomeraNce and M. STEINER. 
Obstet. Gynec., 60, 333-342, Aug. 1950. 8 refs. 

This is the first of four studies made in the 
Department of Obstetrics and Pediatrics of the 
Jewish Hospital of Brooklyn. In this investigation 
all live-born babies weighing less than 2,250 g. were 
included, there being 962 of these among a total of 
20,234 deliveries (4.8 per cent). 

The authors reached the following conclusions: 
There was no significant variation in incidence of 
prematurity during the 5-year period studied. There 
was a greater incidence among ward patients than 
among private patients, but this difference may be 
due to the greater number of negroes among the 
former, negro babies being significantly smaller than 
white babies. It is pointed out that ward patients 
have a lower economic status than private patients. 
| No figures are given for these differences.] There 
was no seasonal or monthly variation in the 
incidence of prematurity. There was a greater 
incidence in primiparous women (61 per cent). Of 
the total births 51 per cent occurred in primiparae 
and 49 per cent in multiparae; 17.4 per cent of 
premature infants resulted from multiple preg- 
nancies. Complications of pregnancy occurred in 
46.5 per cent of premature births, the commonest 
being toxaemia (20 per cent) and antepartum 
haemorrhage (16 per cent). Breech presentation 
occurred in 16.4 per cent (as against 3.7 per cent of 
the 20,234 deliveries); compared with vertex 
presentation, a higher neonatal mortality occurred 
only in those infants weighing less than 2,000 g. 
Premature rupture of the membranes was not 
associated with any greater neonatal mortality than 
was late rupture. After induction of labour by 
rupture of the membranes, delivery by Caesarean 
section resulted in a lower foetal mortality than 
vaginal delivery (40 per cent); but the neonatal 
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mortality was otherwise, being 17 per cent after 
Caesarean section and 7 per cent after vaginal 
delivery. Donald Beaton 


1325. Modern Care of the Premature Infant. 
By C. E. Cooper. Clin. J., 80, 36-40, Feb. 1951. 
16 refs, 


1326. Feeding of Premature Infants. 
Simple Formula. 

By S. M. ABEtson. J. Pediat. 
1950. 18 refs. 

The object of this paper is to confirm the work 
of Adams (J. Pediat., 1948, 33, 23) who found that 
feeding premature babies with equal parts ol 
evaporated milk and water without added carbo- 
hydrates gave better results than more orthodox 
methods. A series of 311 premature babies was 
placed under the following regime: no feeds were 
given for 36 to 72 hours then glucose water every 
3 hours for 12 hours. During the next 24 hours 
glucose water and half-strength evaporated milk 
were alternated and finally the milk feeds were 
given alone. The amounts given were 8 ml. for an 
infant of 1,500 g. (3 lb. 5 oz.), 4 ml. for a child of 
1,100 to 1,200 g., and 15 ml, for an 1,800 g. baby. 
All feeds were given by gavage for babies under 
2,000 g. (4 lb. 60z.) Increases were made gradually 
until a daily intake of 150 to 200 ml. per kg. was 
reached, which usually occurred during the 2nd 
week. In addition water-soluble multi-vitamin 
preparations were given. On the day after starting 
oral feeding, oxygen and antibiotics were used 
freely, crude liver extract, 1 ml. intramuscularly, 
was administered twice weekly after the 5th day, 
and ferrous sulphate elixir was given from the age 
of 1 month. The mortality was 17 per cent, 
whereas in the rest of America the death rate 
among premature infants is 27 per cent. The stay 
in hospital was shorter and the gain in weight more 
rapid than under orthodox treatment. Although 
spontaneous acidosis, manifested by hyperpnoea 
and apathy, occurred in 8 infants, these all re- 
covered on being given 10 to 15 grains (0.65 to 
1.0 g.) of sodium bicarbonate daily and/or Ringer- 
lactate solution parenterally. 

[These babies did remarkably well, but it is 
hardly justifiable to attribute it to the method of 
feeding alone when so many other therapeutic and 
preventive measures were adopted. It is a pity 
that a control group of babies were not put on the 
same regime but fed with expressed breast milk] 

J. Vernon Braithwaite 


Use of a 


, 37, 711-717, Nov. 


1327. Absorption of Fat and Vitamin A in Prema- 
ture Infants. II. Effect of Particle Size on the Absorp- 
tion of these Substances. 

By S. Morates, A. W. Cuunc, J. M. Lewis, 
A. Messina, and L. E. Hott. Pediatrics, 6, 644- 
649, Oct. 1950. 2 figs., 9 refs. 

The effect of variation in particle size on fat and 
vitamin-A absorption was assessed in 6 healthy 
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premature infants, aged 6 to go day In each case 
observations were made during three experimental 
periods of 4 days each, During the first and third 
periods the diet consisted of butter fat (3 per cent 
and 5 per cent respectively) and fish-liver oil 
(5.3 ml. per 1.) homogenized in skimmed milk. The 
fat globules after homogenization had a maximum 
diameter of 24. In the intermediate feeding period 
the diet was the same except that the fat and 
vitamin A were unemulsified. In all 6 infants fat 
absorption was much better when it was finely 
emulsified, the average absorption of homogenized 
fat being 71.5 per cent in contrast to 40 per cent 
in the unemulsified form, and similar results were 
recorded with vitamin A 

Phese investigations indicate clearly that particle 


size plays an important role in the absorption of 


fat and vitamin A in premature infants, In these 


investigations the maximum reduction in parti le 


size was not achieved, and with further improve- 
ments and refinements in emulsification, even more 
satisfactory results may be obtained. 

Jas. M. Smellii 


1328. Debility in the Newborn. (Note sur la 
dlébilité du nouveau-né.) : 

By F. Veruiac. Sem. Hop. Paris, 26. 4704 
$706, Dec. 10, 1950. 4 figs. 


1429. Congenital Deficiency of Abdominal Muscu- 
lature with Associated Genitourinary Abnormalities: 
a Syndrome. Report of Nine Cases. 

3y J. F. EaGte and G. S. Barrett. Pedialrics, 
6. 721-736, Nov. 1950. 11 figs., 38 refs. 

The authors emphasize the importance of 
urethral obstruction as a cause of the common 
finding of gross enlargement of the bladder, mega 
ureter, and hydro-nephrosis The condition is 
ilmost exclusively found in the male. Although 
in most cases the child succumbs during its first 
year to pneumonia and pyelonephritis, a few 
instances of survival have been recorded The 
theories so far presented to account for the associa- 
tion of the defects of the abdominal musculature 
and of the genito-urinary tract are criticized, and 
therapeutic measures are described for the relief 
of urinary obstruction. W.G. Wyllie 


1440. Hernia of Uterus, Ovaries and Tubes in a Six- 
week Old Infant. 

By G. Y. Graves and D. B. McI_tvoy. Amer. 
]. Dis. Child., 81, 250-252, Feb. 1951. 9 refs. 


1331. Cephalohaematoma in the Newborn. 

By M. D. INGRam and W. M. 
Radiology, 55, 503-507, Oct. 1950. 7 figs., 8 refs. 

The authors present a statistical analysis of 126 
cases of neonatal haematoma, The average inci- 
dence of this condition was 1.66 per cent in a total 
of 7,563 deliveries, but the analysis shows that it 
was more frequent when forceps had been used. 
The average birth weight of the infants suffering 
from cephalohaematoma was significantly higher 


than that of normal infants. Four typical cases of 
calcifying cephalohaematoma in the newborn are 
described in detail, and the clinical features of 
cephalohaematoma are discussed. A. Orley 


1332. Incidence and Diagnosis of Cerebral Haemor- 
thage in the Newborn. (Vyskyt a diagnostika nitro- 
lebniho krvaceni u novorozencu. ) 

By K. BracHFELp, J. BRaACHFELDOVA, J. 
Houstek, and J. Svaty. Ceskoslov. Gynaek., 15, 
814-829, 1950. 6 figs., 19 refs. 


1333. An Analysis of the Causes of Antenatal 
Anoxia. (Rozbor prigin antenatalni anoxxie.) 

By J. Cecu and J. Drasnar. Ceskoslov. Gynaek., 
15, 667-676, 1950. 


1334. Histological Reactions of the Tissues of the 
Newborn Infant to Anoxia. (Remarques sur les 
réactions histologiques des tissues du nouveau-né a 
l'anoxie.) 

L. R. DuMasand A. HERAuxX. Sem. Paris, 
26, 4096-4700, Dec. 10, 1950. © figs., 5 refs. 


1335. Asphyxia of the Newborn. (Asfyxie novor- 
ozence. ) 

By K. PoLaceK. Ceskoslov. Gynaek., 15, 807 
813, 1950. 4 refs. 


1336. Bronchial Obstruction and Pulmonary Infec- 
tion due to Aspiration in the Newborn and the Infant. 
(L’obstruction bronchique et l'infection pulmonaire 
par aspiration chez le nouveau-né et le nourrisson.) 

By L. R. Dumas and A. HEraux. Sem. Hop. 
Paris, 26, 4700-4704, Dec. 10, 1950. 6 figs., 6 refs. 


1337. Infantile and Atopic Eczema from Injury to 
the Skin by Overcare and Overtreatment. 

By L. E. Gaur and G. B. UNDERWooD. Amer. 
J. Dis. Child., 80, 739-752, Nov. 1950. 2 figs., 
7 refs. 

The authors discuss the results of over-treatment 
of the skin with soap and water and various skin 
applications. They stress the importance of pre- 
serving the vernix caseosa in newborn babies and 
the damage inflicted on the skin of older children 
by the use of too much soap and the application of 
preparations containing sensitizing agents. The 
effects of dermatitis from sensitization on the 
adaptation of the skin to changes of temperature 
and humidity are discussed and _ preventive 
measures suggested. S. T. Anning 


1338. Simulation of Cardiac Disease by Adreno- 
cortical Failure in Infants. 

By L. H. Kyte and C. Q. Knop. New Engl. J. 
Med., 243, 681-690, Nov. 2, 1950. 7 figs., 29 refs. 

The authors report 3 cases of fatal illness in 
young infants (in one family) in which the cause of 
death is believed to have been adrenocortical 
hyperplasia with adrenocortical failure. In 2 of 
the cases the presenting symptom was cardiac 
collapse, with a slow and irregular pulse. These 
were the second and third cases of the series and 
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were observed in hospital. It was in the third that 
the possibility of adrenocortical failure was con- 
sidered; this diagnosis was confirmed during life 
by the high potassium level in the blood, by the 
increased urinary excretion of 17-ketosteroids, and 
by a significant improvement in the clinical condi- 
tion after giving deoxycortone; and after death by 
the finding of a “ greatly enlarged’’ adrenal 
cortex, 

The paper includes a critical discussion of the 
recent literature and case records of adrenal insuffi- 
ciency in infancy. Its clinical symptoms may be 
either gastro-intestinal and suggestive of pyloric 
stenosis; or cardiac with a slow and irregular pulse 
and suggestive of congenital cardiac disease. Con- 
genital adrenal hyperplasia is familial, producing 
always in females, but seldom in males, obvious 
genital abnormalities. Although adrenal failure 
does not occur in all cases, this is commoner in 
male infants. The diagnosis of adrenocortical 
hyperplasia with adrenocortical failure should be 
considered in all seriously ill infants with genital 
abnormalities, especially if there is a family history 
of genital abnormalities or of unexplained deaths 
in infancy. C. McNeil 


1339. First Clinical and Radiological Studies on the 
Action of New Synthetic Spasmolytic Drugs in 
Habitual Vomiting in Infancy. (Prime ricerche 
cliniche e radiologiche sull’azione di nuova spasmolitici 
di sintesi nel vomito abituale del lattante. ) 


By R. Lattante, 21, 454-470, 
July 1950. 9 figs., 6 refs. 

The author discusses previous work on two spas- 
molytic drugs, ‘‘ lyspamin ’’ (phenobarbitone and 
dinicotinamido-1:2-diphenylethane) and ‘“‘ pro- 
fenil’’ (bis-y-phenylpropylethylamine), neither of 
which has been used previously in infants. 

Working at the Institute of Clinical Pediatrics of 
the University of Genoa, he first investigated the 
effect of these two drugs on 10 normal infants, 5 
of whom had been breast-fed and 5 bottle-fed. 
Their ages varied from 15 days to 6 months. They 
were first examined radiologically every hour for 
4 hours following the ingestion of a barium meal. 
The following day, immediately after an identical 
barium meal, 5 infants received 14 tablet of lys- 
pamin, 3 others '{ ampoule of profenil intra- 
muscularly, and 2 others % tablet profenil by 
mouth. (One lyspamin tablet contains 0.275 g. 
nicotinamido-diphenylethane and 0.025 g. pheno- 
barbitone. One profenil tablet contains 0.036 g. 
bis-y-phenylpropylethylamine, and 1 ampoule con- 
tains 0.04 g.). 

Radiologically in each case there was a slight 
decrease in gastric movement and intestinal peris- 
talsis. The rate of emptying of the stomach was 
not noticeably affected by any of the drugs used, 
being complete in 3 to 4 hours. It was considered 
that the slowing of peristalsis was offset by the 
effect of the drugs on the tone of the pylorus, 
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The author then proceeded to investigate the 
effect of these drugs in 20 cases of ‘‘ habitual vomit- 
ing of infants ’’, selecting those that he considered 
due to spasm of the pylorus and rejecting those 
due to hypertrophic stenosis. Ages varied from 4 
to 60 days except for one girl aged 10 years who was 
treated for pyloric spasm; 13 patients had been 
breast-fed, 3 artificially, and 3 had mixed diets. 
Three of the infants were premature. Fifteen 
patients took '4 tablet of lyspamin 6-hourly and 5 
received either 4 tablet or '4 ampoule of profenil 
6-hourly, and the progress of the barium meal was 
followed radiologically and clinically in each case. 
A detailed history is given for each patient. 

) The clinical results were very satisfactory and 
the radiological study showed that in an average 
of 3 to 5 hours gastric movements and intestinal 
peristalsis became less violent, there being con- 
siderable improvement in the emptying of the 
stomach. Vomiting ceased completely 2 to 8 days 
after the commencement of treatment, which 
varied in duration from 8 to 40 days. No relapscs 
occurred after cessation of treatment. Most of the 
cases had previously been treated without success 
with atropine, ‘‘ eumydrin ’’, adrenaline, or ephe- 
drine. Drowsiness was marked in those cases 
treated with lyspamin, and the author suggests a 
reduction in the proportion of phenobarbitone. 
E. R. Cole 


1340. Do Children Born of Offspring of Mothers 
Irradiated for Sterility Show Abnormal Genetic 
Effects? 

By I. I. Kapitan. Arch. Pediat., 67, 569-572, 
Dec. 1950. 


1341. Intra-uterine Foetal Abnormalities. 
By D. G. Maittanp. Med. J. Aust., 1, 214- 
215, Feb. ro, 1951. 


1342. Disturbances of Development of the Foetus 
and Embryo and their Consequences in the Newborn. 
(Troubles de développement du foetus et de l'embryon 
et leurs conséquences chez le nouveau-né.) 

By L. R. Dumas. Sem. Hép. Paris, 26, 4691- 
46095, Dec. 10, 1950. 7 refs. 


1343. A Study of Congenital Ureteric Dilatation. 
(Contributo allo studio delle dilatazioni ureterali 
congenite. ) 

By A. Amato. Uvologia, Treviso, 17, 444-457. 
Oct. 20, 1950. 3 figs., 41 refs. 

The true congenital dilatation of the ureter 
(megalo-ureter) is so extremely rare that its exis- 
tence is even denied by some urologists, but there 
is another, less rare, type of ureteric dilatation, 
ureterectasis, which is found at birth and is steadily 
progressive. This latter type may be produced by 
embryological, mechanical, or dynamic factors. 
The ureter at about the 4th or 5th month of foetal 
life is very wide, mainly because its musculature 
does not begin to develop before the 6th to 8th 
month. Should there be any defect in this mus- 
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cular development, the ureteric mucosa will bulge 
through as in a diverticulum, and what was a 
physiological dilatation soon becomes a patho- 
logical one. It may involve one or both ureters, 
wholly or partially depending on the extent of the 
muscular defect. Even when ureteric development 
proceeds normally, development of ureterectasis is 
still possible if an abnormality at its opening into 
the bladder causes any obstruction; in this case 
the whole of one ureter will naturally be involved. 
The dynamic factors causing ureterectasis are to 
be found in disturbances of ureteric physiology 
which may result in either an excess of tone and 
spasms, or conversely in atony, which is the pre- 
cursor of dilatation which, in this variety of 
ureterectasis is usually partial. The nature of the 
disturbance in such cases is not clear, though it is 
generally admitted that it is not usually of a central 
or spinal origin. 

The ureteric dilatation, however produced, will 
eventually extend to the renal pelvis and calyces, 
and it is of interest to note that the condition 
almost always remains undetected until adult life, 
by which time, perhaps, renal pelvis, ureter, and 
bladder have becomé one large, continuous sac. 
There are no characteristic symptoms, though a 
dull ache or pain is usually present-in the loin when 
the dilatation has involved the pelvis, the pain 
being usually felt only on micturition, when vesico- 
renal reflux occurs owing to the atony of the 
ureteric orifices. Accurate diagnosis can only be 
made radiologically, and treatment can only be 
palliative in the form of nephrostomy. Three 
personal cases are recorded, in 2 of which the 
patient died soon after the diagnosis had been 
made. S. M. Vassallo 


1344. A Case of Rare Facial Malformation with 
Hydramnios. (Un cas de malformation rare de la face 
avec hydramnios.) 

By H. Draps. Brux.-méd., 31, 257-261, Feb. 
4, 1951. 2 figs., 6 refs. 


1345. Multiple Congenital Dislocations associated 
with Characteristic Facial Abnormality. 

By L. J. Larsen, E. R. ScHotrstaEpT, and 
F.C. Bost. J. Pediat., 37, 574-581, Oct. 1950. 
4 figs., 6 refs. 

The authors describe 6 children, seen at the 
Shriner’s and Children’s Hospitals, San Francisco, 
who suffered from multiple dislocations and also 
showed other features in common suggesting a 
uniform clinical entity not previously described. 
The facies in all cases showed a prominence of the 
frontal bones, the eyes being wide apart and the 
bridge of the nose sunken. The fingers were cylin- 
drical instead of tapering and the thumb spatulate. 
The metacarpals were short. Congenital dislocation 
of the hips, the knees, and the elbows were present 
in 3 of the children, of the elbows and knees in 2 
(one of whom had abnormally shallow acetabula), 
and of the hips and knees in the 6th child. Other 


associated anomalies consisted of an incomplete 
cleft palate in one case; abnormalities of the uvula 
in 2, a talipes deformity of the feet in all 6 cases, 
and an abnormal development of the vertebrae in 
2. Post-mortem examination in one child revealed 
no other abnormalities. Muscle biopsies and blood 
chemistry were essentially normal. 
H. G. Farquhar 


1346. Congenital Malformations of the Central 
Nervous System, III. Risk of Malformation in Sibs 
of Malformed Individuals. 

By R. G. Recorp and T. McKeown. Brit. J. 
soc. Med., 4, 217-220, Oct. 1950. 2 refs. 


1347. Status Marmoratus: a Form of Cerebral Palsy 
following either Birth Injury or Inflammation of the 
Central Nervous System. 

By N. Matamup. /. Pediat., 37, 610-619, Oct. 
1950. § figs., 9 refs 

The author summarizes the clinical manifesta- 
tions of status marmoratus as: spasticity, bilateral 
choreoathetosis, mental retardation, and epileptic 
seizures. The characteristic marbled appearance 
of the basal nuclei is seen microscopically to be due 
to fine medullated nerves separating the nuclear 
masses, with dispersion of the latter and an in- 
crease in glial elements. 

Details of the birth and early history and of the 
permanent clinical signs and symptoms in 15 cases 
are given. They are divided into two groups, one 
of 12 attributed to birth injury, and one of 3 due 
to post-natal infection. Details of the pathological 
findings are given and conform to the usual pattern, 
though in many cases more diffuse lesions are des- 
cribed. The putamen was bilaterally and severely 
affected in all cases, as was the globus pallidus to 
a lesser extent. The caudate nucleus was affected 
bilaterally in 11 cases, unilaterally in 1, and not 
at all in 3. Where the involvement was not 
bilateral no athetoid movements had occurred, The 
thalamus was severely and bilaterally involved in 
13 cases, mildly in 1 case, and not at all in one. 
The cortex was affected in 8 cases. Idiocy was 
present whenever either the cortex or thalamus 
was involved. The other basal nuclei, the sub- 
stantia nigra, the mamillary bodies, and the 
cerebellum were less constantly involved. 

It is concluded that this is not a single disease 
entity, but the result of varying pathological pro- 
cesses. The incidence of birth injury in the present 
series is high. The localization of the lesions pre- 
dominately to the area drained by the Galenic 
system of veins suggests the possibility of throm- 
bosis of these veins being of aetiological 
significance. One such case is described. 

[It is not clear how this theory can explain cases 
due to infection, nor is it clear why the last case is 
included in the infective group. As is conceded by 
the author, on the evidence given it might equally 
well fall in the group due to birth injury. ] 

H. G. Farquhar 
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1348. Congenital Atresia of the Esophagus with 
Tracheoesophageal Fistula. 

By W. J. Potts. J. thorac. Surg., 20, 671-680, 
Nov. 1950. 3 figs., g refs. 

In this paper from the Children’s Memorial 
Hospital, Chicago, the essential diagnostic features 
of congenital atresia of the oesophagus are again 
stressed—poor breathing, cyanotic spells, and 
excess of saliva in the first few hours after birth. 
The diagnosis is confirmed by attempting to pass 
a catheter with subsequent introduction of iodized 
oil, and by X-ray examination of the abdomen, 
which demonstrates the presence or absence of gas 
in the intestine. In the last 4 years 35 patients 
with this anomaly were admitted to the Children’s 
Memorial Hospital; some had other, unassociated, 
deformities, and the majority had developed pneu- 
monia or atelectasis, or both, by the time they 
reached hospital. The common type-III deformity 
was present in 32 cases, the lesion in the remaining 
3 being simple atresia of the lower end of the 
oesophagus. Of the 25 patients on whom end-to- 
end anastomosis was performed 11 survived the 
operation and 10 were alive and well at the time 
of reporting. 

Pre-operative therapy consisted in the correction 
of dehydration with 5 per cent glucose solution 
and small amounts of saline given intravenously, 
40 to 50 ml. per Ib. (18 to 23 ml. per kg.) body 
weight being adequate for these infants, and excess 
fluid administration tending to lead to pulmonary 
oedema. Oxygen was given by means of a tent, 
aspiration of pharnyx was performed, and _ peni- 
cillin and streptomycin were also given. Blood was 
given, if indicated during the operation. At first 
the anaesthetic employed was cyclopropane with 
oxygen, but more recently open ether has been 
used, The approach now used is by resection of a 
long segment of either the third or fourth rib. This 
has reduced the incidence of paradoxical breathing, 
which is liable to occur when segments of many 
ribs have been removed. The pleura is dissected 
away from the chest wall; the segments of oeso- 
phagus are exposed, the trachea is closed, and the 
ends of the oesophagus are occluded by a fine- 
toothed ductus clamp. The suture material 
employed at present is 000000 Deknatel. Drainage 
is essential, and is carried out via a separate 
incision, 

In the post-operative period the infant is nursed 
in an oxygen cradle, and constant suction, not 
above 10 cm. of water is applied to the drainage 
catheter. This is left in situ for at least to days 
and antibiotic treatment is continued. Intravenous 
fluids in the form of glucose solution, plasma, and 
occasionally by whole blood are given. Saline is 
used in very small quantities only. Mucus is 
aspirated from the throat as necessary. Previously 
a gastrostomy was performed after 48 hours. In 
view of its own dangers this is now only done if 
there is a discharge from the drainage tube. Water 
is allowed by mouth on the second day. Stricture 


will probably occur if there is a profuse discharge, 
and will require dilatation, which is best done by 
the retrograde method over a swallowed string. 
[This article should be consulted in the original 
by those interested in this condition. ] 
J. E. Richardson 


1349. Congenital Atresia of the Esophagus. Ante- 
thoracic Placement of the Stomach followed by 
Intrathoracic Transplantation. 

By W. J. Ports. J. thorac. Surg., 20, 681-688, 
Nov. 1950. 6 figs., 5 refs. 

In this paper is reported the history of one of the 
3 infants mentioned in the preceding paper (see 
Abstract 1348) who had atresia of the lower end 
of the oesophagus without communication with the 
rachea The infant, aged 2 days and weighing 
5 lb. 3 0z. (2.35 kg.) was admitted on December 
12th, 1947. The following day exploration of the 
oesophagus showed the lower segment to be practi- 
cally absent. In view of the child’s continued 
good condition with oxygen therapy and pharyn- 
geal suction, it was decided to undertake 
gastrostomy. This was performed on December 
15th. The child subsequently developed atelectasis, 
requiring bronchial aspiration on December 31st. 
On January 16th, 1948, the upper end of the 
oesophagus was exteriorized in the neck. On 
October 4th an antethoracic anastomosis between 
the oesophagus and fundus of the stomach was 
performed. This, however, proved very unsightly, 
and on September 28th, 1949, the clavicle and left 
costo-chondral junctions were divided, the dia- 
phragm was incised posteriorly, and the stomach 
was transposed to the posterior portion of the 
chest. The child recovered, 

This case is reported in detail as demonstrating 
a means of overcoming a congenital defect for 
which, at present, there is no satisfactory curative 
treatment. The author emphasizes, however, that 
although the outcome of the procedure in this case 
was happy, it is certainly not the ideal. 

J. E. Richardson 


1350. Foetal Erythroblastosis from the Point of 
View of the Obstetrician. (Fetdlni erythroblastosa 
s hlediska porodnika.) 

By J. Bernisex. Ceskoslov. Gynaek., 15, 701- 
713, 1950. 


1351. The Significance of the Rh Factor in the 
Pathogenesis of Malformations. (Sull’ importanza 
del fattore Rh nella genesi delle malformazioni.) 

By G. Martint and M. Mittica. Clin., ostet. 
ginec., 52, 371-375, Dec. 1950. 12 refs. 


1352. The Results of Treatment with Rh. Hapten. 

By E. G. Hamitton and M. E. BRocKLanp. 
Amer. J. Obstet. Gynec., 60, 813-819, Oct. 1950. 
21 refs. 

The authors record their experiences with the 
use of Rh hapten in an attempt to lower the titre 
of Rh antibody in the serum of patients already 
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sensitized. Details of the preparation are given; 
a complement-fixation test was used to assay 
samples for potency. Specimens were submitted 
to other authorities who had previously reported 
successful therapeutic results, 

Details are given of 11 patients (pregnant and 
non-pregnant) treated with injections of hapten 
manufactured either in the authors’ laboratories or 
by a commercial firm. The treatment did not 
appear in any case to influence favourably the 
survival of the baby, or significantly to lower the 
antibody titre. The authors lay stress on the spon- 
taneous fluctuations in titre of antibody that may 
be observed in women both during and apart from 
pregnancy, 

[This short article is of great importance. Recent 
published work on the Rh hapten had led to hopes 
that it might provide a solution to the problem of 
desensitizing a patient with a high titre of Rh anti 
bodies. The failure to confirm these reports may 
mean that dosage has been inadequate or some 
technical procedure has been omitted, but it is 
clear that much work will be necessary before 
clinical benefit may be anticipated.] W. J. Mills 


1353. Clinical Study of Prevention of Erythroblas- 
tosis with Rh. Hapten. 

By A. M. Wotr, C. ScHuLTrz, M. FREUNDLICH, 
and S. O. Levinson. J. Amer, med. Ass., 144, 
88-92, Sept. 9, 1950. 2 figs., 17 refs 

Rh hapten was prepared from fresh erythrocytes 
salvaged from plasma preparation. The cells were 
identified as Rh positive or Rh negative and 
separated accordingly. ABO grouping was ignored. 
Attempts to assay each batch of hapten by the 
agglutinin-inhibition method failed and _ testing 
in vivo was therefore resorted to. Four non- 
pregnant female volunteers, sensitized to the Rh 
antigen in previous pregnancies, were given intra- 
muscular injections of the Rh hapten. In 6 out of 

instances the titre of both saline and blocking 
antibodies was reduced, thus confirming the hap- 
ten nature of the material 

Treatment with the hapten was then given to 22 
pregnant women known to be sensitized to the Rh 
factor, a varying number (from 1 to 40) of injec- 
tions of at least 200 mg. of the material being 
given. The titre of maternal antibodies showed a 
consistent small reduction Of the 23 babies 
(including one set of twins), 12 were dead at birth, 
4 were erythroblastotic and died, 1 was erythro- 
blastotic and survived with athetosis, 3 were 
erythroblastotic and recovered, and 3 (including 2 
Rh-negative babies) were normal The authors 
conclude that treatment with Rh hapten is of no 
clinical value in improving the foetal prognosis. 


Harold Caplan 


1354. Experimental and Clinical Observations on 
the Prophylaxis and Therapy of Erythroblastosis 
Foetalis by Antibody Absorption. (Experimentelle 
und klinische Untersuchungen zur Prophylaxe und 


Therapie der Neugeborenen-Erythroblastose 
Antikorperabsorption. ) 

By R. Strcert, W. SPIELMANN, and A. W. 
SCHWENZER. Arch. Gyniik., 179, 55-66, 1950. 
6 figs., 21 refs. 
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1355. Erythroblastosis Fetalis. III. Prognosis in 
Relation to Clinical and Serologic Manifestations at 
Birth. 

By L. K. Diamonp, V. C. VauGHan, and F, H. 
ALLEN. Pediatrics, 6, 630-637, Oct. 1950. 5 refs. 

In a series of 224 Rh-positive infants of sensitized 
Rh-negative mothers observed at the Children’s 
and Lying-in Hospitals, Boston, Massachusetts, an 
attempt was made to correlate certain clinical and 
serological findings at birth with the incidence and 
severity of erythroblastosis foetalis and kernicterus. 

Yellow vernix, or discoloration of the umbilical 
cord, may be present when the baby is born but, 
despite careful inspection, the authors have never 
seen bile-staining of the skin or sclera at the 
moment of birth, This may make its appearance 
after an interval ranging from an hour to a day or 
more, but must be very exceptional at birth. 
Neither the rapidity with which jaundice develops 
nor its intensity is of prognostic significance, but 
in those cases in which the jaundice begins to fade 
by the third to fifth day of life recovery will usually 
be complete. Amongst babies surviving for more 
than a week, those developing kernicterus always 
have marked jaundice, which persists longer than 
in those without subsequent kernicterus. In general 
the more severe the anaemia and the splenic 
enlargement at the time of birth, the more un- 
favourable is the outlook, but the mortality is not 
related to the incidence of kernicterus. Whil 
babies with an erythrocyte count of less than 
3,000,000 per c.mm. are significantly more likely 
to die than those with a higher count, the incidence 
of kernicterus is virtually independent of the degree 
of anaemia, 

With regard to serological findings there is no 
evidence relating the severity of the illness to the 
presence of “‘ blocking ’’ activity in the infant’s 
erythrocytes. Similarly the result of the Coombs 
test is without value for the prognosis in erythro- 
blastosis foetalis. The authors have seen many 
babies with a strongly positive reaction to Coomb’s 
test who had no clinical sign of erythroblastosis, 
while a negative reaction has been found ina few 
fatal cases. Unfavourable results (chiefly kernic- 
terus) tend to be more frequent in cases where the 
ratio of antibody titre of the maternal blood to 
that of the infant’s blood is high (16 to 1 or greater), 
suggesting a greater affinity of the child’s erythro- 
cytes for antibody. 

While there was no significant sex difference in 
the incidence of erythroblastosis in this series, the 
disease did appear to take a more severe form in 
the males, the reasons for which were not clear. 
Why the severity of kernicterus bears no relation 
to that of the other clinical signs of erythro- 
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blastosis foetalis has yet to be elucidated. Those 
deaths that are not associated with kernicterus 
occur predominantly on the first day of life, whereas 
death from kernicterus is seen later in the first 
week of life. It is suggested that the latter is due 
to a different pathological mechanism from that 
which leads to early death in babies with severe 
anaemia and marked hepatosplenomegaly. 
Jas. M. Smellie 


1356. Erythroblastosis Fetalis. IV. Further Obser- 
vations on Kernicterus. ° 

By V. C. VauGuHan, F. H. ALLen, and L. K. 
Diamonp. Pediatrics, 6, 706-716, Nov. 1950. 
21 refs. 

The incidence of kernicterus was studied in all 
the infants with erythroblastosis foetalis born alive 
at the Boston Lying-in Hospital from 1945 to 1948, 
or admitted to the Children’s Hospital, Boston, in 
1947 to 1948. The frequency of kernicterus in the 
infants born alive was 12 per cent, and 5 per cent 
in those infants surviving the first week of life. 
The greater the intensity of maternal sensitization 
the more likely is kernicterus to develop. The 
authors consider kernicterus to be a disease of neo- 
natal life, more likely to occur when the period of 
gestation has been less than 38 weeks, so that 
immaturity more or less cancels any gain obtained 
by induction of labour. There would appear to be 
a familial tendency to kernicterus, as with a past 
history of a previously affected infant, the chances 
increase of this complication reappearing in a sub- 
sequent live-born Rh-positive infant. 

W. G. Wyllie 


1357. Erythroblastosis Fetalis. VI. Prevention of 
Kernicterus. 

By F. H. Aten, L. K. DiaMonp, and V. C. 
VauGHAN, Amer. J]. Dis. Child., 80, 779-791, 
Nov. 1950. 2 refs. 

The incidence of kernicterus and its relation to 
treatment and other factors were studied in a series 
of 368 liveborn Rh-positive babies of sensitized Rh- 
negative mothers observed over a 5-year period at 
the Children’s Medical Center and the Lying-in 
Hospital, Boston, Massachusetts. Immature babies 
developed kernicterus more frequently than mature 
babies, and there was a significant reduction in the 
incidence of kernicterus among those babies, 
whether immature or mature, who were treated by 
exchange transfusion. There was a constant close 
relationship between the depth of jaundice and the 
occurrence of kernicterus, and an increased ten- 
dency to kernicterus when the maternal antibody 
titre was high. However, exchange transfusion 
lowered the incidence of kernicterus even when the 
maternal antibody titre was high, so that in these 
patients the relation of titre to kernicterus was no 
longer significant. 

The authors conclude that prematurity, being 
associated with a high incidence of severe jaundice, 
results in an increased tendency to kernicterus, and 


677 
consider that early induction of labour should be 
rigidly avoided in cases of Kh-sensitization. The 
adoption of a deliberate policy of not inducing 
labour before the 38th week did not result in an 
increased number of stillbirths or hydropic infants. 
Male babies were found to be more prone to de- 
velop kernicterus, 17.8 per cent of 269 males, and 
8.9 per cent of 246 females, developing this com- 
plication. The authors consider that for exchange 
transfusion blood from a female donor is to be pre- 
ferred [but other workers (Sacks et al., Pediatrics, 
1950, 6, 772) do not agree with this conclusion]. 
A scheme of treatment for infants with erythro- 
blastosis foetalis based on the above observations 
has been introduced, and only 1 out of rog infants 
so treated has developed kernicterus. 

Three problems remain unexplained: (1) why 
kernicterus is not seen in stillborn babies or in 
babies dying before about 24 hours of age, many 
of whom have considerably elevated serum bili- 
rubin levels; (2) why kernicterus does not occur 
after the first 5 days of life, even in immature in- 
fants in whom the serum bilirubin level remains 
high for a month or more; and (3) why certain 
babies (perhaps 30 to 35 per cent) are apparently 
not susceptible to kernicterus in any circumstances. 

R. M. Todd 


1358. Studies of the Influence of Sex of Donor on 
the Survival of Erythroblastotic Infants Treated by 
Exchange Transfusion. 

By M. S. Sacks, C. L. SpurtinG, I. D. J. Bross, 
and E. F. JAHN. Pediatrics, 6, 772-777, Nov. 1950. 
3 refs. 

In view of suggestions that transfusion of female 
blood, rather than male, improved the chances of 
survival of infants with erythroblastosis, the 
authors present an analysis of 55 cases, of which 23 
received blood from female donors and 32 from 
male donors. The over-all mortality was 17.6 per 
cent, and no advantage was observed from the use 
of female as compared with male blood in exchange 
transfusions, even in cases of a severe type. 

W. G. Wyllie 


1359. A Study of the Occurrence of Normal Rh- 
Negative Infants Born to Sensitized Rh-Negative 
Women. 

By S. P. Lucia and M. L. Hunt. J. Pediat., 
37, 599-603, Oct. 1950. 10 refs. 

The authors have studied from amongst 250 cases 
of Rh sensitization investigated at the University 
of California Medical Schocl, 30 in which normal 
Rh-negative infants were born. Tables were given 
indicating the results of the serological tests and 
details of previous children. The cases fall into two 
groups: (1) in which the Rh antibody was present 
in every examination, and (2) in which it was 
present in some examinations, but not in all, The 
first group was further divided into those cases 
in which the titre of antibody rose by at least two 
dilutions, and those in which it remained constant. 
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In those showing an increase in titre, appreciable 
amounts of antibody were found in all cases, both 
in saline and albumin, In those with a constant 
titre,.7 out of 10 showed an appreciable amount of 
antibody and in 6 out of 8 this was present in 
saline and albumin. In the second group of cases 
titres were low in all, but were present in saline 
and albumin in 7 out of 13 cases. 


The authors attribute the rising titres to an 
‘anamnestic ’’ reaction occurring during preg- 
nancy, and the constant titres as being due to carry- 
over from a previous sensitization. In the latter 
group, however, they found greater ABO incom- 
patibility between mother and child than might 
have been expected, and the failure of the titre to 
rise might be due, in their opinion, to competition 
of antigens. H. G. Farquhar 


1360. Hemolytic Disease of the Newborn Infant 
(Erythroblastosis Fetalis). A Study of the Pathologic 
Lesions of Twenty Cases. 


By S. Linpsay. J. Pediat.; 37, 582-598, Oct. 
1950. 19 figs., 6 refs. 


The author describes the pathological findings in 
20 children with haemolytic diséase of the newborn 
who were examined in the Division of Pathology 
of the California School of medicine, San Francisco. 
Microscopical observations were controlled by 
similar examinations on 60 children who had not 
suffered from the disease. 


Of the children with erythroblastosis, 15 had 
been jaundiced, oedematous, or both, while 4 had 
been oedematous only and 5 had been neither 
jaundiced nor oedematous. The heart was above 
the average weight in 11 cases, but showed no 
abnormality microscopically. The liver was from 
15 to 240 g. above the average weight in 12 cases, 
and showed abnormal centres of haematopoiesis 
diffusely distributed throughout the liver, but 
mainly in the sinusoids. This was equally marked 
in oedematous cases as in jaundiced cases, and led 
to marked distortion and degeneration of the liver 
cells. The degree of liver damage varied with the 
amount of haematopoietic activity. The reticulo- 
endothelial cells contained pigment granules. In the 
majority of cases the spleen was_ enlarged. 
Lymphoid follicles were small, and in some cases 
absent, and there was diffuse haematopoiesis 
throughout the splenic pulp in all cases. The 
adrenal glands in most cases were heavier than 
normal, the cortical layers appearing thickened. 
Microscopically, the majority of cells of the folli- 
cular and reticular layers were vacuolated, and 
there were areas of necrosis and calcification. The 
thvroid gland in 19 cases appeared hyperplastic, 
with smal! follicles lined with tall columnar cells 
and containing no colloid. The pancreas in many 
cases showed an increase in the size and number 
of islets. The kidneys in 12 cases were heavier than 
average; there was considerable degeneration of the 
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convoluted tubules, and pigment casts were found 
in the convoluted and collecting tubules. There was 
some haematopoietic tissue, mainly interstitial. 
In 15 cases the only abnormality in the brain was 
evidence of oedema. In 5 it was bile-stained; the 
more pigmented the brain, the more damaged it 
appeared to be, the basal and medullary nuclei 
being most affected. The neurons showed signs of 
degeneration and in some cases calcification had 
occurred. In diffusely stained brains pigment 
granules could be found between the swollen glial 
cells The affected nuclei showed vascular conges- 
tion, but in no case was vascular thrombosis found. 
The bone marrow was more cellular than usual, 
with a decrease in the granular cells and an 
irregularity of cell pattern. The intestine showed 
submucosal haematopoiesis throughout its length 
with replacement of the lymphoid follicles by 
haematopoietic tissue in some areas. 
H. G. Farquhar 


1361. Antibodies in Mothers and Newborn Infants. 
By C. A. ApaMson, S. LOFGREN and C. MaLMNas., 
Scand. J. clin. Lab. Invest., 3, 52-57, 1951. 24 refs. 


1362. Nursery Infections. 


By K. CampBeL_. Med. J. Aust., 1, 138-142, 
Jan. 27, 1951. 1 fig. 5 refs. 


It is inevitable for infections to occur in nurseries 
since so many people now have access to them, 
and so many people actually handle the babies. 
Before an infection is sufficiently obvious to attract 
attention it must have been present for a certain 
time and it is this lag that constitutes the danger. 
The problem may be studied under four heads: 
the modes of introduction of infection, modes of 
transmission, general measures for preventing 
spread and introduction, and specific measures to 
prevent spread when infection has become estab- 
lished. The author discusses infection under these 
four headings and describes the regime required in 
a nursery and the various steps to be taken when 
infection has arisen. She stresses several points 
which are often ignored. For instance, charts, 
writing materials, and stethoscopes are often in 
close contact with the infant and are rarely sterile. 
Nurses frequently imagine that infants’ stools are 
sterile and do not wash their hands after contact. 
Workers in the laundry should report any illness 
since it may be a source of infection. She stresses 
the need for setting up a separate ‘‘ clean ’’ nursery 
directly infection becomes established in the main 
nursery. This must be staffed by a different set of 
nurses; although this is a strain on the organization. 
in the long run it is an economy in staff, since the 
infection will otherwise drag on endlessly. The 
author concludes with a description of the 
commoner types of infection encountered. 


[A well-condensed review of the subject.] 
G. Jamieson 
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1363. Experiences with Oral Administration of 
Streptomycin in Enteritis and Intoxications in In- 
fancy. (Erfahrungen mit oraler Streptomycin- 
behandlung bei Enteritiden und Intoxikationen im 
Sauglingsalter. ) 

By E. Martiscunic. Ost. Z. Kinderheilk., 5, 
272-283, 1950. 3 figs., 13 refs. 

The author reports observations made on 43 
infants whose ages varied from 2 to 1z months, 20 
of whom suffered from gastro-enteritis and 23 from 
toxicosis. They were all treated orally with 
streptomycin, only 2 receiving, in addition, intra- 
muscular injections. The daily dose was divided 
into 5 or 6 equal parts, and was given in solution 
in water (100,000 wg. per ml.). During the first 2 
days the infants were given 150,000 pg. per kg. 
body weight to prevent the development of resis- 
tance in the causative organisms. If no success was 
noticed after 6 to 8 days, or after 100 days at most, 
the treatment was discontinued. In addition the 
children were subjected to the usual routine treat- 
ment. Those with an infective enteritis and with 
intestinal intoxication were cured, but 5 infants 
died whose toxic condition was due to a secondary 
infection involving either the middle ear, the lungs, 
or the bladder. In comparing these figures with 


those of previous years the author comes to the 
conclusion that streptomycin has a definite value in 
all uncomplicated cases of bowel infection, even 
with symptoms of intoxication, but not in parenteral 


diarrhoea. In examining the faeces bacteriologically 
to study the effect of streptomycin on Bacterium 
coli the author found that the cultures for the most 
part became sterile. Investigations with the electron 
microscope showed that low concentrations of 
streptomycin in contact with Bact. coli in vitro 
have only a bacteriostatic effect, but higher concen- 
trations exert a bactericidal action. 
Franz Heimann 


1364. Osteomyelitis in the Newborn. 

By J. THomson and I. C. Lewis. Arch. Dis. 
Childh., 25, 273-279, Sept. 13 figs., 21 refs. 

Of 4 cases of osteomyelitis in the newborn here 
reported, Staphylococcus aureus was found in 2 and 
Staph. pyogenes albus in another, a fatal case, while 
the bacteriology of the 4th case was not investi- 
gated. The first 2 patients showed no systemic 
disturbance and each developed only one bone 
focus. The other 2 were both severely ill, with 
multiple foci and involvement of the joints. In 
both these cases the organism was resistant to 
penicillin, though in one it was sensitive to 
streptomycin. 

The authors emphasize that, although a 
‘“ benign ’’ and a ‘‘ severe ’’ form of the disease can 
be distinguished in the early stages, yet the term 
‘benign ’’, as applied to the form without 
systemic disturbance, is a misnomer in view of the 
severe orthopaedic complications which may result. 
They also stress the potential danger of staphylo- 
coccal skin lesions in the neonatal period and the 
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particular susceptibility of the immature infant to 
such infections. Their 4 patients all weighed less 
than 5% Ib. (2.5 kg.) at birth. 

Margaret Agerholm 


1365. Streptomycin in the Treatment of Infantile 
Diarrhoea. (La streptomicini nel trattamento della 
enteriti del lattante.) 

By R. and P. ToLentino, Policlin. 
infant., 16, 608-624, Dec. 1948 [received 1950). 
47 refs. 

Previous work on the absorption and fate of 
streptomycin in the intestine, together with con- 
sideration of the reported sensitivity of various 
intestinal pathogens to the antibiotic, led the 
authors to use streptomycin in the treatment of 
46 cases of diarrhoea in infants ranging in age from 
15 days to 17 months. Of the 13 infants (aged 1 
to 10 months) treated by the intramuscular 
injection of 40 mg. per kg. body weight 5 failed to 
respond. Of 5 infants (aged 2 to 10 months) treated 
by the rectal administration of 50 to 80 mg. per 
kg. only 2 responded and in these the infection was 
confined to the lower bowel. 

The remaining 28 patients (together with 5 of 
those who had failed to respond) were given the 
drug by mouth in 4 doses of 25 mg. per kg. daily, 
with only one failure. Recovery took 3 to 6 days 
on average, though some: patients required a total 
of 10 to 15 days’ treatment. The condition was 
usually primary, due to Bacterium coli, Proteus 
vulgaris, or P. morganii, but some cases were 
secondary to otitis, bronchopneumonia, etc. Many 
of the infants showed toxic signs. 

The authors conclude that oral streptomycin is 
the treatment of choice in all forms of gastro- 
enteritis, that rectal administration should be used 
as an adjunct when only the lower bowel is 
involved, and that the intramuscular route should 
be reserved for cases showing signs of septicaemia. 
Primary foci should receive appropriate treatment 
with penicillin or sulphonamides. 

E. R. Cole 


1366. The Normal Newborn Infant with Syphilitic 
Parents. (Le nouveau-né normal issu de parents 
syphilitiques. ) 

By J. Desray. Sem. Hép. Paris, 26, 4706-4708, 
Dec. 10, 1950. 


1367. Contemporary Tendencies in Spanish Infant 
Mortality. (Tendencia contemporanea de la mor- 
talidad infantil espafiola.) 

By J. Rev. Sanid. Hig. pibl. 
Madr., 24, 605-650, Sept. 1950. 30 figs., 26 refs. 

At the beginning of this century the infant 
mortality in Spain amounted to 175 per 1,000 live 
births; this figure showed a considerable decrease 
to 64 per 1,000 by 1948. After the civil war the 
rate went up to 135 in 1939; in 1941, due to 
economic difficulties and to deterioration of 
nutritional standards, the figure became 143 per 
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1,000 live births. In 1949 there was again a slight 
rise in infant mortality, which reached 68 per 1,000. 
By comparing the different months in the years 
1942 to 1949, the author found that most babies 
died in the summer months (June to August), with 
a maximum death rate in July, mainly as result 
of gastro-intestinal disturbances. In recent years 
the figure has decreased on account of improve- 
ment in sanitary conditions. The death rate from 
immaturity and congenital malformations has 
remained stationary during the last 50 years 
{Those particularly interested in Spanish vital 
statistics and comparison with those of other 
countries should read the entire paper; the figures 
and calculations do not lend themselves to abstract- 
ing. | Franz Heimann 


1308. Fetal and Neonatal Mortality. 
By J. A. GurHrie. West. J. Surg, Obstet 
Gvynec., 58, 606 700, Dec 1950. 5 figs., 8 refs. 


1369. The Relation of Erythroblastosis to Perinatal 
Mortality. (Vztah fetalni erythroblastosy k_ peri- 
natalni umrtnosti.) 

3y A. BERNARD 
FOr, 1950. 


Ceskoslov Gynaek., 15, 692- 


1370. Delayed Labour and Perinatal Mortality. 
(Prendsené téhotenstvi a perinatani umrtnost.) 

By R. Perer and K. VESELK. Ceskoslov 
Gvynaek., 15, 713-725, 1950. Bibliography. 


1371. Perinatal Mortality in Protracted and Pre- 
cipitate labour. (Perinatalni umrtnost protra- 
hovaném a prekotném porodu.) 

By V. Lane. Ceskoslov. Gynaek., 15, 729-744, 
1950. 33 refs, 


1372. Perinatal Mortality and Dystocia caused by 
Irregularity of Uterine Contractions. (Nepravidelné 
bolesti porodni jako prigina perinatalni imrtnosti.) 

3y J. Viravsky. Ceskoslov. Gynaek., 15, 744 
751, 1950 


1373. Perinatal Mortality in Breech Presentations 
Delivered by the Classical Method. (Perinatalni 
umrtnost u Porodu koncem pdnevnim vedenym 
methodou klasickou. ) 

By E. Petrovska. Ceskoslov. Gynaek., 15,770 
791, 1950. 20 refs. 


1374. Infant Mortality in Breech Presentations 
Delivered by Bracht’s Method. (Déska timrtnost u 
porodu koncem panevnim, vedenych podle Brachta.) 

By E. GreGrova. Ceskoslov. Gvnaek., 15, 792 
802, 1950. 1 fig., 13 refs. 


1375. Perinatal Death of Premature 
(Perinatalni imrtnost nedonoSenych deéti.) 

By R. Gostor. Ceskoslov. Gynnaek., 15, 842 
854, 1950. 7 figs., 8 refs 


Infants. 
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1376. Spontaneous Haematoma of the Rectum in 
Obstetrics and Gynaecology. (Spontanes Rektus- 
hamatom in Geburtshilfe und Gynakologie) . 

By U. Jensen. Med. Welt., 20, 155-156, Feb. 
3, 1951. 

1377. The Pathogenesis of Amniotic-fluid Embol- 
ism. I. Possible Placental Factors—Aberrant Squa- 
mous Cells in Placentas. 

By O. C. Leary and A. T. HertIc. New Engl. 
J. Med., 243, 588-590, Oct. 19, 1950. 5 figs., 3 refs. 

In order to try to throw some light on the mode 
of entry of amniotic fluid into maternal tissues, the 
authors studied 14 placentae which showed amniotic 
squamous cells in abnormal sites without any 
maternal morbidity. These lay between the amnion 
and chorion in 9, in the marginal blood clot in 2, in 
the decidua at the placental margin in 1, in the 
decidual sinusoids on the maternal side in 1, and in 
1 case in all of the last three sites. It seems that 
the first site has no pathological significance, but 
that amniotic fluid may, after rupture of the mem- 
branes, be forced up within the decidua vera to the 
placental margin where, if there is any placental 
separation, the fluid could reach the maternal 
sinusoids, 

No study of the placentae from cases of amniotic- 
fluid embolism has yet been undertaken which 
could show which of these sites, if any, are impor- 
tant in the genesis of amniotic-fluid embolism. 

A. Ackroyd 


1378. The Pathogenesis of Amniotic-fluid Em- 
bolism. II, Uterine Factors. 

By B. H. Lanpinc. New Engl. J. Med., 243, 
590-596, Oct. 19, 1950. 6 figs., 10 refs. 

Together with the study of placental factors in 
causation of amniotic-fluid embolism (Abstract 
1377), and of the effect of amniotic fluid on the 
blood clotting mechanism (Abstract 1379), a review 
of the material available in the Boston Lying-in 
Hospital for the years 1931 to 1949 from cases in 
vhich hysterectomy or necropsy followed Caesarean 
section, ruptured uterus, or post-partum haemor- 
rhage was undertaken in order to assess possible 
uterine factors. 

Out of 87 uteri examined, amniotic squamous 
cells were demonstrated in 17 cases in which either 
premature separation of the placenta, placenta 
accreta, Caesarean section, or ruptured uterus had 
occurred—that is, where there was an abnormal 
opening into the uterine vessels, either decidual or 
myometrial—but in no case of a normally sited 
placenta was any evidence of amniotic fluid found. 
Out of 29 necropsies on patients who had died 
within the first week post partum, amniotic 
squamous cells were found in the lungs in 3 cases, 
in 2 of which death had followed Caesarean section 
and subsequent hysterectomy, and in one spon- 
taneous rupture of the uterus, 
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In this study the majority of cases which showed 
amniotic fluid in abnormal sites exhibited an 
unusual degree of haemorrhage, but whether this 
was due to the production of a haemorrhagic 
tendency by the amniotic fluid or was the process 
responsible for its entrance could not be determined. 

A. Ackroyd 


The Pathogenesis of Amniotic-fluid Em- 
bolism. lI, Coagulant Activity of Amniotic Fluid. 

By A. E. Weiner and D. E. New Engl. 
]. Med., 243, 597-598, Oct. 19, 1950. 9 refs, 

A review of the 22 known cases (both unpublished 
and published), of amniotic-fluid embolism revealed 
that, apart from 7 where the patient had died 
suddenly in a state of profound shock, 13 of the 
remaining 15 patients had exhibited haemorrhagic 
manifestations before death. These had taken the 
form of severe post-partum haemorrhage in 9, 
bleeding from the mouth in 1, extravasations into 
the abdomen in 1, and ruptured uterus with uncon- 
trollable bleeding in 2. 

It was found that amniotic fluid contains a 
coagulant factor, similar to thromboplastin in its 
behaviour, which could be inactivated by small 
amounts of heparin in vitro. Intravenous injections 
of large amounts of thromboplastin in animals has 
previously been shown to produce shock and rapid 
death with thrombosis of the large vessels, but 
with sublethal amounts only shock and incoagul- 
ability of the blood result. 


The authors suggest that amniotic fluid normally 
plays a role in coagulation of intra-uterine blood, 
which assists in post-partum haemostasis, but if it 


gains entrance to the maternal circulation it 
produces intravascular clotting and, as a result of 
the local defibrination, a post-partum haemorrhage 
occurs, Should a case of amniotic-fluid embolism 
be recognized, it is suggested that treatment with 
heparin be considered followed by the use of 
fibrinogen if haemorrhage symptoms are later 
manifest. A. Ackroyd 


1380. Maternal Pulmonary Embolism by Amniotic 
Fluid. Report of Three Cases and Discussion of the 
Literature. 

By G. K. Matiory, N. BLacksurn, H. J. SPARL- 
ING, and D. A. NicKERsSoN, New Engl. ]. Med., 
243, 583-587, Oct. 19, 1950. 4 figs., 7 refs. 

Since 1941, when maternal pulmonary embolism 
by amniotic fluid was first described by Steiner and 
Lushaugh (J. Amer. med. Ass., 117, 1245), 17 cases 
have been reported. In this paper 3 additional 
cases are reported. In each case the patient was a 
multipara of over 30 who, either during or shortiy 
after labour, suddenly developed signs of shock with 
cyanosis and dyspnoea and died within a few hours. 
Necropsy findings were not striking macroscopically 
except that uterine tears were found in 2 patients, 
one of whom died before delivery, but microscopi- 
cally the small branches of the pulmonary arteries 
and alveolar capillaries, and in 2 cases the uterine 
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sinusoids, contained and 
amorphous material. 

The symptomatology and pathological findings in 
these cases were similar to those already reported, 
which the authors proceed to review. They point 
out that in many of them there is insufficient 
obstruction of the pulmonary vessels to explain 
death from anoxia. They suggest that it may be 
due to an anaphylactoid reaction being produced 
by the amniotic fluid. This is invariably noted 
when unfiltered amniotic fluid and meconium are 
injected intravenously in animals, though no such 
reaction occurs with filtered amniotic fluid. 
Though in slightly less than half the cases there 
were uterine tears or surgical incisions which could 
have been the site of entry of the amniotic fluid 
into the maternal tissues, a high proportion of the 
foetuses were either stillborn or died soon after 
birth, suggesting that there had been placental 
damage. Though previous writers have considered 
that the syndrome was fairly common but unrecog- 
nized, these authors, after reviewing the maternal 
deaths at the Boston City, Boston Lying-in, and 
Salem Hospitals for the past 10 years, consider that 
the syndrome is a rare cause of maternal death. 

A. Ackroyd 


1381. Amniotic Fluid Embolism, an Infrequent 
Cause of Maternal Death. 

By H. W. May and F. D. Winter. Surg, Gynec. 
Obstet., 92, 231-232, Feb. 1951. 7 refs. 

1382. Mortality from Gynaecological and Obstetrical 
Causes. (Ueber gynakologische und geburtshilfliche 
Todesfalle. ) 

By V. GRUENBERGER. 
45, Jan. 1951. 16 refs 

1383. Hemorrhage and Shock in Obstetrics. A 
Review of Maternal Mortality in Montana from 
January 1, 1940, to December 31, 1948, 

MATERNAL AND CHILD WELFARE COMMITTEE OF 
THE Montana Association. Rocky Mountain med. 
]., 48, 25-28, Jan. 1951. 

1384. Overcoming Hemorrhagic Puerperal 
tality. 

By S. A. CosGrove. J. Mich. med. Soc., 50, 
37-40 and 53, Jan. 1951. 2 refs. 


OBSTETRIC OPERATIONS 


1385. The Bacteriology of the Lochia after Obstetric 
Operations. (Der Keimgehalt der Uteruslochien im 
Wochenbett nach geburtshilflichen Operationen.) 

By K. THOMSEN and E. Fromm. Arch. Gyndk., 
177, 324-353, 1950. 3 refs. 

The bacteriological content of the vagina, cervix, 
and uterus was investigated, fresh films and special 
culture media being used. The object of the investi- 
gation was to find out how often, after obstetric 
operations, particularly after intra-uterine manipu- 
lations, organisms ascend the genital tract. 

The cases were considered in groups according 
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to the operative procedure carried out: (1) Perineal 
tears (25 cases). The proportion of vaginal cultures 
(38 per cent) was higher than after spontaneous 
delivery with no tears. In one case only, when the 
perineum was infected, organisms were found in the 
cervix and uterus in fresh films but not on culture. 
Examination of fresh films showed that the number 
of organisms decreased the higher in the genital 
tracts the film was taken. (2) Breech delivery (13 
cases). Organisms were found in fresh films in 5 
cases, in 2 of these on culture also. In one case the 
organism was the gonococcus. In the cases with 
positive cultures much intra-uterine manipulation 
had been carried out, (3) Manual dilatation of the 
cervix (3 cases). The bacterioldgy was the same 
as that seen after normal delivery. (4) Internal 
version (8 cases). Two positive cultures (one gono- 
coccus) were obtained, but many organisms were 
found in fresh films from the uterus in all 8 cases. 
(5) Forceps delivery (9 cases, 7 mid and 2 low 
forceps). In this group again organisms were found 
in fresh films in all cases but in only one on culture. 
(6) Curettage post-partum (25 cases). Excluding one 
case of gonococcal infection and 2 cases treated 


- prophylactically with sulphonamides and penicillin, 


organisms were present in 12 casesin uterine fresh 
films and in 2 on culture. (7) Manual removal of 
the placenta (8 cases), Four positive uterine 
cultures were obtained and in all 8 cases organisms 
were present in uterine films Gladys Dodds. 


1386. The Use and Abuse of Forceps. 

By J. O’N. Mutcany. J. Irish med. Ass., 28, 
30-32, Feb. 1951 

1387. Perineotomy. 

By J. W. Hurrman. Surg. Gynec. Obstet., 92, 
355-359, Mar. 1951. 6 figs. 


1388. New” Technique of Extraperitoneal 
Caesarean Section; Transverse Section. (Sobre una 
nueva técnica de cesdrea extraperitoneal: la cesarea 
transversa. ) 

By ]. Boretta Liusta. Obstet. Ginec. lat.-amer., 
8. 353-359. Aug. 1950. 9 figs., 9 refs. 

A new technique is described for extra-peritoneal 
Caesarean section. The bladder is distended with 
230 ml. of methylene blue, 1 per cent solution. 
General or local anaesthesia is employed, never 
spinal. The cutaneous incision is transverse and the 
iponeurosis is also incised transversely. The tendon 
of the rectus muscle, with the pyramidalis, is 
divided as low as possible. The bladder is dissected 
and displaced downwards. The dissection is com- 
menced laterally and an area of the lower uterine 
segment 12 x 2 cm, is exposed. The uterus is 
incised transversely and the foetus, placenta, and 
membranes extracted. The uterus and abdominal 
wall are repaired in layers. 

The advantages claimed for this method are that 
the repair is very strong, that extraction of the 
foetus is easy, and that it is unnecessary to use 
retractors. Josephine Barnes 


1359. The Broader Field of Indications for 
Caesarean Section. (Die erweiterte Indikations- 
stellung zur Sectio caesarea.) 

By E. ANDEREsS. Geburtsh. u. Frauenheilk., 11, 
I-13, Jan, 1951. 


GYNAECOLOGY 
1390. Gynaecology in 1950. (La gynécologie en 
1950.) 
By J. PouLués and R. Brus. Paris méd., 41, 
1-6, Jan. 6, 1951. 


1391. Colpophotography. (Kolpophotographie.) 
By H. J. Wespi. Gynaecologia, Base!, 131, 65 
73, Feb. 1951. 10 figs., 5 refs. 


1392. The Gynograph, a New Improved Gyno- 
roentgenologic Apparatus for Use in Conjunction 
with Fluoroscopy and Radiography of the Female 
Genital Tract. 

By A. I. Weisman. Radiology, 56, 104-107, Jan. 
1951. 3 figs., 1 ref. 


1393. Cases Illustrating the Use of Radiography for 
Gynaecological Diagnosis. (Kasuistische Beitrage zur 
gynaikologischen Roéntgendiagnostik. ) 

By S. Ernst. Zbl. Gyndk., 72, 1586-1592, 1950. 
7 figs. 


1394. Traumatic Division of the Perineal Body and 
Rectovaginal Septum. 

By R. N. RuTHERFoRD and T. M. ARMSTRONG. 
West. J. Surg. Obstet. Gynec., 59, 88-90, Feb. 
1951. 4 figs. 

1395. Supersonics and the Ovary. (Ultraschall und 
Ovar.) 

By P. Friepii. Gynaecologia, Basel, 131, Feb. 
1951. 23 refs. 


1396. Vascular Abdominal Pain in Women. (Les 
ilgies vasculaires abdominales chez le femme.) 

B. V. Donnet. Rev. frang. Gynéc., 45, 284-299, 
Nov.-—Dec. 1950. 2 refs. 


1397. Chronic Poisoning of the Ovaries and Testes 
of Albino Rats and Mice by Nicotine and Cigarette 
Smoke. 

By J. M. EssenBerG, L. FaGan and A. J. 
MALERSTEIN. West. J. Surg. Obstet. Gynec., 59, 
27-32, Jan. 1951. 11 figs., 6 refs. 


1398. Endocrinological Studies in Gynaecology, 
The Pregnanediol Complex. (Endokrinologische 
Untersuchungen in der Gynakologie. Der Pregnan- 
ediolkomplex. ) 

By C. Kaurmann. Klin. Wschr., 29, 72-75, Feb. 
1, 1951. 4 figs., bibliography 


1399. Proliferative Effect of Testosterone Pro- 
pionate on Human Vaginal Epithelium. {In English. | 

By S. L. SaLtnGer. Acta endocrinol., Kbh., 4, 
265-284, 1950. 6 figs., 40 refs. 
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REVIEW OF CURRENT LITERATURE 


In a carefully controlled study of 12 menopausal 
and castrated women, with statistical evaluation 
of the results, it was found that testosterone pro- 
pionate in a total dose of 125 mg. given by intra- 
muscular injection could produce proliferative 
changes in the vaginal epithelium. The effects were 
evaiuated by means of serial vaginal smears and by 
vaginal biopsies. In no case did biopsy show other 
than atrophic endometrium. It is emphasized that 
although proliferation and glycogen deposition 
occurred, cornification was not produced, as judged 
by an absence of increase in the proportion of 
acidophilic cells [the validity of this conclusion is 
open to doubt] and so, it is claimed, testosterone 
did not have a truly ‘‘ oestromimetric ’’ action. 
On the basis of this differentiation it is suggested 
that the “‘ superficial’’ smears often found in 
menopausal women between the ages of 40 and 60 
do not represent the existence of persistent 
oestrogenic stimulation, but may be due to the 
effect of endogenous androgens. G. J. M. Swyer 
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1400. Depot Administration of Female Sex Hor- 
mines in Gynaecology. (Die Depotbehandlung mit 
weiblichen Sexualhormonen in der Gynakologie.) 

By L. NURNBERGER. Miinch. med. Wschr., 93, 
453-460, Mar. 9, 1951. 


1401. Depot Treatment with Female Sex Hormones 
in Gynaecology (Part II). (Die Depotbehandlung 
mit weiblichen Sexualhormonen in der Gyniakologie. ) 

By L. NuRNBERGER. Miinch. med. Wschr., 93, 
529-532, Mar. 16, 1951. 


1402. Changes in Cholesterol Level in the Blood in 
Normal Women Treated with Stilboesterol. (Varia- 
zioni. della colesterolemia nelle donne  nermali 
sottoposte a trattamento stilbenico.) 

By R. Canpipo. Arch. Ostet, Ginec., 55, 273- 
283, May-June 1950. 22 refs. 


1403. Symptomatology, Aetiology, and Treatment 
of Hyperfolliculinism. (Symptcmatologie, etiologie et 
traitement de l’hyperfolliculinie. ) 

By E. Gruper. Schweiz. med. Wschr., 81, 75- 
8o, Jan. 27, 1951. 4 figs., 28 refs. 


1404. Odcestrogens and Histamine. Pathogenesis of 
Certain Extragenital Disturbances Concomitant with 
Hyperfolliculinism. (Oestrogénes et histamine; Patho- 
genie de certains troubles extra-génitaux de l’hyper- 
folliculinisme. ) 

By A.-D. HerscHperc. C. R. Soc. frang. 
Gynéc., 20, 250-253, Nov. 1950. 


1405. Observations on Symptomatology and 
Treatment of Cervical Erosion. 

By J. R. W. Ross. Brit. med. J., 2, 647-650, 
Sept. 16, 1950. 14 refs. 

Cervical erosion is a common and incapacitating 
lesion the ‘‘ manifestations of which are not 
sufficiently recognized ’’. A careful analysis of 128 
out of 870 cases treated at the Royal Salop Infir- 
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mary, Shrewsbury, is submitted in support of this 
view. These 128 were selected cases, there being 
associated conditions in most of the remainder 
which clouded the issue. 

The symptoms attributed to the cervical erosion 
and cervitis were as follows, the incidence (checked 
after follow-up) being given in brackets : leucorrhoea 
(90 per cent); backache (60 per cent); abdominal 
pain (56 per cent); frequency of micturition (75 per 
cent) menorrhagia (67 per cent); pruritus vulvae 
(100 per cent); dysmenorrhoea (71 per cefit); dys- 
pareunia (73 per cent); cervical haemorrhage (100 
per cent); sterility (33 per cent—that is, 3 patients 
out of 9 conceived 1, 5, and 6 months respectively 
after treatment of the cervix). Three patients com- 
plained of a sense of pelvic weakness and 2 of these 
were cured after cauterization of the cervix with 
out pelvic repair. 

It is recorded that in 42 of the 75 patients who 
complained of abdominal pain for which no cause 
other than the cervicitis and erosion could be dis- 
covered, there was relief of pain after treatment of 
the cervix. One of these had undergone appen- 
dicectomy (the appendix removed was normal) 
without relief of the pain. In another, aged 44, 
repair of the pelvic floor was carried out, followed 
2 years later by a subtotal hysterectomy, right 
odphorectomy, and appendicectomy without relief 
of the abdominal pain, which was subsequently 
cured by cauterization of the cervix and its 
numerous Nabothian follicles. Four other patients 
had had laparotomy without relief of pain, which, 
however, disappeared after cauterization and did 
not recur. 

The cauterization of the cervix was done in the 
out-patient department by electric thermocautery 
without dilatation and without an anaesthetic 
except where the hymen was intact or the erosion 
was very large, or if an anaesthetic was required for 
some other reason. The canal was first cauterized 
and then the erosion in lines radiating from the 
external os. During the operation there was little 
distress, though most patients experienced an 
aching lower-abdominal pain similar to that which 
they had previously complained of before opera- 
tion. 

The author advises against cauterization in the 
presence of pelvic cellulitis and of chronic salpin- 
gitis; acute exacerbation of these conditions is likely 
if this precaution is not heeded. No evidence was 
found to suggest that the treatment caused subse- 
quent dystocia from rigidity. Seven patients were 
confined from 1o to 17 months after the cauteriza- 
tion and each had a normal first stage of labour. 

E. W. Kirk 


DISORDERS OF FUNCTION 
1406. The Effect of Brain Injury on the Menstrual 
Cycle. [In English. | 
By O. Ktnnunen and M. Kauprinen. Acta endo- 
crinol., Kbh., 6, 183-191, 1951. 25 refs. 
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1407. Endocrine Allergy and Skin Reactions of the 
Genitalia in Gynaecological Disorders and in the 
Puerperium. (Allergia endocrina ¢ genocutireazione 
nella fisiopatologia ginecologica e nello stato puer- 
perale.) 

By A. PRoveNnzaAL. Riv. ital. Ginec., 34, 45-63, 
1951. 44 refs. 


1405. Anallergic Action of Penicillin in Menstrual 
Allergy. (Azione anallergica della penicillina in casi 
di grave allergia menstruale abituale.) 

By A. Fornero. Monit. ostet.-ginec., 21, 403- 
409, Nov.—Dec. 1950. 1 ref. 


1409. Characteristic Electrocardiographic Appear- 
ances in the So-called ‘‘ Premenstrual Syndrome.’’ 
(Particolari aspetti elettrocardiografici della _cosid- 
detta ‘‘ sindrome premestruale.’’) 

By L. D’Acostino, Folia cardiol., Milano., 9, 
385-416, Oct. 31, 1950. 5 figs., bibliography. 


1410. Anovulatory Menstruation in Women. 


By A. S. H. Wonca, E. T. ENGLE and C. L. 
Buxton. Amer. J]. Obstet. Gynec., 60, 790-797, 
Oct. 1950. 4 figs., 23 refs. 


There is good evidence that cyclic bleeding of the 
anovulatory type can occur, and that it is indistin- 
guishable from ovulatory menstruation in duration, 


amount, and nature. Hartman found that in 
apparently healthy rhesus monkeys, which 
menstruate regularly throughout the _ year, 


menstruation without the formation of a corpus 
luteum was the rule in the summer months, while 
ovulatory cycles were prevalent in winter. Similar 
anovulatory cycles were common at puberty, in the 
post-partum period, during lactation, and after 
strenuous journeys or physical illness. For deter- 
mining ovulation in women neither estimation of 
gonadotrophin or of pregnanediol excretion nor the 
local body temperature chart is reliable. The most 
reliable method at present is endometrial biopsy. 

This was the method followed in the present 
investigation, which concerns 36 women, whose 
complaint was involuntary sterility. Great care 
was taken to get reliable results. Thus cases of 
irregular or sporadic bleeding were excluded; the 
previous menstrual period must have preceded the 
biopsy by at least 21 days, and the biopsy must 
have been taken within 2 days of the next flow 
Adolescent girls were excluded, as were women 
whose menstrual period had started more than 12 
hours before the biopsy. Only 13 of the women 
reported normal menstruation: 10 had_ oligo 
menorrhoea, 7 had oligomenorrhoea followed by 
episodes of temporary secondary amenorrhoea, and 
5 had a history of normal cycles interspersed with 
short periods of secondary amenorrhoea. Such 
menstrual irregularity in sterile patients is evidence 
of hormonal imbalance and, especially if there is 
also obesity and hirsutism, should lead one to 
suspect the possibility of anovulation. 

Among the 36 women there were 47 instances of 
anovulatory cycles, the number of anovulatory 
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cycles varying from 1 to 5. Nineteen of the 36 were 
anovulatory for the entire duration of the investiga- 
tion and follow-up, while the remaining 17 were 
periodically so. Of these 17 women 4 became preg- 
nant. The authors suspect that the true incidence 
of anovulatory cycles is much higher than is 
usually believed. F. J. Browne 


1411. Primary Amenorrhoea with Cyclic Ovarian 
Function. (Primare Amenorrhoe mit  zyklischer 
Ovarialfunktion.) 


By F. HorrMann. Geburish, u. Frauenheilk., 
11, 163-167, Feb. 1951. 9 refs. 


1412. The Functional State of the Endometrium in 
Amenorrhoea. (Estado funcional del endometrio en 
las amenorreas. ) 

By E. Marin. Acta ginec., Madr., 1, 395-402, 
1950. 1 fig., 30 refs. 

After a review of the work done by previous 
authors on the various causes of amenorrhoea, the 
endometrial findings in 29 cases of secondary 
amenorrhoea are described. Endometrial atrophy 
and hypoplasia were found in 16 cases (55.2 per 
cent), and endometritis, mostly of tuberculous 
origin, in 6 (20.8 per cent). In some cases there 
Was persistence of the proliferative phase, but in 
no case was there persistence of the secretory phase. 

Réne Méndez 


1413. Amenorrhoea in Concentration Camps. 
(L’amenorrea nelle internate in campo di concen- 
tramento.) 

By E. Gyarmati. Minerva ginec., 2, 381-389, 
Sept. 1950. 1 fig. biblography. 

After a survey of the literature on the 
‘“amenorrhoea of war’’, the author records his 
own studies carried out in a Russian concentration 
camp from 1946 to 1950. Among 1,300 women he 
found 606 suffering from amenorrhoea, that is 46 
per cent. 

In the aetiology of the condition the first place is 
given to psychic trauma and then to individual 
predisposition. Alimentary conditions and stress 
are only contributory factors. Frequency, duration, 
and symptomatology are then discussed in detail, 
especially in respect of the age of the women. 

Emotional factors give rise, it is suggested, to 
neuro-vegetative disorders arising from the dien- 
cephalon and affecting the secretion of the pituitary 
in such a way as to cause the arrest of ovarian 
activity and consequently amenorrhoea. 

R. d’ Amico 


1414. Rational Therapy for Secondary Amenor- 
rhoea. 

By W. P. Given, R. W. Gause and R. G. 
Douc.ias. New Engl. ]. Med., 243, 357-362, Sept. 
1950. 6 figs., 7 refs. 
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REVIEW OF CURRENT LITERATURE 


Ovulation followed by normal menstruation 
cannot be produced in cases of secondary amenor- 
rhoea by direct stimulation of the ovary and in this 
report from the New York Hospital and Cornell 
University Medical School the results of alternative 
treatment are analysed. A group of 50 cases of 
secondary amenorrhoea or oligomenorrhoea in 
patients between the ages of 15 to 39 were treated 
first by weight reduction and thyroid administra- 
tion; 11 menstruated, and in 8 of these ovulations 
occurred, as judged by the basal temperature record 
or endometrial biopsy. If after 3 months no 
menstruation had occurred, 50 mg. of anhydrohy- 
droxy-progesterone (‘‘ lutocylol ’’) was given sub- 
lingually for 4 days and again on the 23rd day of 
the subsequent cycle. A further 25 patients 
menstruated, 11 of whom ovulated. If no bleeding 
followed this treatment, ethinyl oestradiol in doses 
of 0.02 to 0.05 mg. was given daily for 21 days 
followed by a further course of the progesterone 
for 4 days. The remaining 14 patients menstruated, 
but only one ovulated. Five pregnancies occurred 
among the 20 patients who ovulated. The patient 
was overweight in 40 per cent of cases and in the 
majority the basal metabolic rate was more than 
16 per cent below normal. 


In the follow-up period those patients treated 
with thyroid continued to menstruate, but only 5 
of the 25 given progesterone therapy did so. No 
spontaneous bleeding occurred in the oestrogen 
group. In general the longer the period of amenor- 
rhoea preceding treatment, the greater the chance 
that the patient required oestrogen therapy to 
produce bleeding and consequently the worst 
prognosis as regards ovulation. The authors con- 
clude that amenorrhoea should be viewed as a 
serious symptom which demands energetic and 
prolonged treatment. D. W. Higson 


1415. Simultaneous Treatment of Secondary 
Amenorrhoea with Oecstrogen and Progesterone. 
{In English. | 

By C. von Numers. Acta endocrinol., Kbh., 6, 
67-89, 1951. 12 figs., 30 refs. 


1416. Amenorrhoea in Anorexia Nervosa, 
(L’aménorrhée des anorexies mentales. ) 

By J. Decourt and J. P. Micuarp. Bull. Soc. 
méd. Hép. Paris, 66, 1608-1622, Dec. 1, 1950. 26 
refs. 


1417. Trasentine: Experience with its Use in 
Obstetrics and Gynecology. A Preliminary Report. 

By D. B. GERSHENFELD and L. E. SAvEL. Amer. 
]. Obstet. Gynec., 60, 658-660, Sept. 1950. 5 refs. 

The antispasmodic drug ‘‘ trasentin ’’ has been 
used with success for the relief of spastic conditions 
of the gastro-intestinal and urinary tracts. The 
present paper records most encouraging results 
from its use in (1) 5 cases of tubal obstruction to 
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the passage of gas in Rubin’s test; (2) 25 cases of 
dysmenorrhoea; and (3) 23 cases of poor cervical 
dilatation in labour. Tests in vitro showed that 
trasentin inhibits the uterine spasm induced by 
sympathetic stimulation. Side-effects were noticed 
only with intravenous administration of the drug, 
a procedure not advocated. A. F. Anderson 


1418. Presacral Neurectomy in the Treatment of 
Dysmenorrhoea. A Report of 125 Cases. 

By J. J. Fertitta, S. Fertitta and K. T. MILLER. 

Surgery, 28, 729-734, Oct. 1950. 37 refs. 
' This is a review of the records of 125 consecutive 
cases of dysmenorrhoea which were treated by 
presacral neurectomy at the St. Therese Hospital, 
Beaumont, Texas, after having failed to respond to 
conservative methods of treatment. 

Of all cases, 80.4 per cent were of the primary 
type, which is defined as dysmenorrhoea in which 
no gross pelvic pathology other than physiological 
retrodisplacement of the uterus can be found. 
There were no cases of true ovarian dysmenorrhoea 
in this series, The average onset in these patients 
was at 14 years. It is of interest that 49 per cent 
of the primary group had borne children either 
during, before, or after the development of dys- 
menorrhoea; this fact does not support the theory 
that childbirth is an effective means of relieving 
primary uterine dysmenorrhoea. In 88.5 per cent 
of patients in this group presacral neurectomy was 
followed by complete cure, and in 8.6 per cent by 
considerable improvement. 

In 19.6 per cent of the cases under review there 
was sufficient pelvic pathology (chronic pelvic 
inflammatory disease in 75 per cent, varying degrees 
of endometriosis in 20 per cent) to warrant a 
diagnosis of either true secondary or a mixed type 
of dysmenorrhoea. The average age of onset in this 
group was 25 years. Operative treatment of the 
pelvic lesions (oGphorectomy or salpingo-oéphorec- 
tomy in 71.4 per cent, uterine suspension in 58 per 
cent, and appendicectomy as a routine in all cases 
in which the appendix had not been previously 
removed) was combined with presacral neurectomy. 
Complete relief followed in 75 per cent of the 
patients so treated, and improvement in 20 per 
cent. 

A plea is made for the combination of operations 
for the correction of pelvic pathology with presacral 
neurectomy in all cases in which there is dys- 
menorrhoea. The success of the operation depends 
on careful selection of cases and the complete 
resection of the presacral nerve. N. Alders 


1419. The Treatment of Essential Dysmenorrhoea 
with an Antihistaminic ‘‘ Pyribenzamine.’’) (Die 
Behandlung der essentiellen Dysmenorrhoe mit Anti- 
histamin (Pyribenzamine) .) 

By G. Orban. Gynaecologia, Basel, 131, 50-55, 
Jan. 1951. 
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1420. The Treatment of Secondary Dysmenorrhoea. 
(Die Behandlung der sekundaren Amenorrhoe.) 

By H. Hussein. Wien. klin, Wschr., 63, 37-40, 
Jan. 19, 1951. 1 fig. 

1421. The Pathogenesis and Histological Diagnosis 
of Severe Bleeding from the Ovary in Non-pregnant 
Women. (Zur Pathogenese und histologischen Diag- 
nose grober Blutungen aus dem _ nichtschwangeren 
Ovarium.) 

By H. Cramer, Med. Welt., 20, 115-118, Jan. 
27, 1951. 

1422. Preventive Treatment of Intermenstrual 
Haemorrhage. (Sur le traitement preventif de certaines 
hémorragies intermenstruelles. ) 

By M.C. Roman. C.R. Soc. frany. Gynéc., 20, 
247-249, Nov. 1950. 

1423. Treatment of Leucorrhoea with ‘* Viozol.’’ 
(Die Behandlung des vaginalen Fluors mit Viozol.) 

K. KLéppner. Med. Klinik., 45, 1623-1625, Dec. 
22, 1950. 9 refs. 


1424. Genital Haemorrhage in the Menopause, with 
Special Reference to Cystic Glandular Hyperplasia. 
(Genitale Blutungen in der Menopause mit besonderer 
Bertcksichtigung der  glandular-cystischen Hyper- 
plasie. ) 

By H. WaGner. Arch. Gynik., 177, 460-472, 
1950. 3 figs., 21 refs. 

Post-menopausal bleeding is regarded as being 
due toa malignant condition until it is proved after 
investigation to be due to some other cause. The 
recorded frequency of malignancy as a cause of 
post-menopausal bleeding varies from 27.8 per cent 
to 78 per cent. The difference is due to the selection 
of cases: sometimes patients with amenorrhoea 
lasting for 6 months are included while other 
observers require a longer period of amenorrhoea; 
again some workers include all cases of bleeding, 
others exclude such cases as those of varicose veins 
of the vulva or vagina and senile endometritis where 
no tissue is available for histological examination. 

The present author studied patients who had had 
amenorrhoea for at least 3 years and excluded cases 
where histological examination of tissue was not 
possible. In 240 of 253 cases the bleeding was 
uterine in origin, while in 13 cases the cause was 
extra-uterine (vulval and vaginal carcinoma, 4 
cases; vaginal ulceration, 9 cases). Of the 240 cases 
of uterine bleeding, 103 were due to a malignant 
condition, Carcinoma of the cervix was present in 
37 patients, 20 of whom were under 60 years of 
age, and carcinoma of the body of the uterus in 66 
patients, 28 of whom were under 60. Two patients 
had sarcoma of the uterus. 

Cervical polyp was the commonest non-malig- 
nant cause of uterine bleeding, 38 cases (15.8 per 
cent). Atrophic endometrium was found in 24 cases 
and cystic glandular hyperplasia in 23 cases. These 
23 cases are discussed in detail. The author refers 
to the work of Novak and agrees with him that the 
condition is a pre-cancerous one; details of 2 cases 
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are given: in one, carcinomatous change was found 
4 months after cystic glandular hyperplasia, while 
in the other the two conditions were found together 
Of this group of patients, one had a granulosa-celled 
tumour, 8 had ovarian hormone therapy, while in 
the remaining 14 no obvious cause was found to 
account for the changes in the endometrium. 
Histological examination showed striking 
difference in the two groups. When hormone 
therapy had been given the endometrium was thick 
and contained only isolated cystic glands, while in 
the group with bleeding where no obvious cause was 
found, the endometrium was thinner and had 
islands of glands with a varying degree of dilatation 
and branching. This difference in the two groups is, 
in the author’s view, significant, and he suggests 
that the cystic glandular hyperplasia of the “‘ un- 
known-cause group”’ is a simple new growth, 
which, as already mentioned, may become 
malignant. Gladys Dodds 


1425. Action of Estrogens on Release of Luteiniz- 
ing Hormone in Menopausal Women. 

By J. W. Funnett, C. Keaty and A. A. 
HELLBAUM. J. clin. Endocrinol., 11, 98-102, Jan. 
1951. 6 refs. 

1426. The Blood-pressure and Electrocardiogram in 
Menopausal Women. (Cisnienie krwi i elektrokardio- 
gram w okresie przekwitania u kobiet.) 

By W. Mustac. Polsk. Tyg. lek., 5, 1565-1571, 
Nov. 6, 1950. 4 figs., 19 refs. 


1427. A Clinical Study of 240 Infertile Couples. 

By R. Frank. Amer. ]. Obstet. Gynec., 60, 
645-654, Sept. 1950. 

Of the 240 infertile couples seen at the beginning 
of this investigation only 134 remained under 
observation for at least a year; in the remaining 106 
cases the investigation was incomplete. In 65 of the 
134 couples (48.5 per cent) there was evidence of 
female sterility and in 34 couples (25.4 per cent) of 
male sterility. In the remaining 35 instances (26.1 
per cent) the woman became pregnant. Nearly all 
of this last group had been under the care of other 
doctors for their sterility and in most instances 
there was a history of multiple hormone therapy. 
More than two-thirds of these women became preg- 

‘nant from 1 to 14 months after they had been 
instructed to confine intercourse to the fertile week. 
“No other therapy’’ was offered, though the 
author admits that the curative effect of the Rubin 
test [not to mention dilatation of the cervix] could 
not be decided. In most of these women the 
metabolic rate was low, suggesting that lack of 
thyroid is the most important single endocrine 
factor in sterility. A probable cause of the infertility 
was found in all but 4 of the 65 couples in which the 
female was sterile. 

The author concludes that the value of any 
‘ specific ’’ therapy must depend on a significantly 
higher percentage of successes than 26. 

A. F. Anderson 
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1428. Aetiology, Diagnosis, and Surgical Treatment 
of Female Sterility, [In English. | 

By A. Westman. Acta obstet. gynec. scand., 30, 
186-202, 1950. 7 refs. 


1429. Progress in Gynaecological Radiology, with 
Special Reference to Sterility. | (Fortschritte in der 
gynakologischen Rontgendiagnostik unter besonderer 
Bericksichtigung der Sterilitit. ) 

By H. GoEckE. Fortschr. Réntgenstr., 74, 66-76, 
Jan. 1951. 19 figs., 21 refs. 


1430 The Form and Position of the Hysterogram 
in Women Investigated for Primary Sterility. (Ueber 
die Form und Position des Hysterogramms bei wegen 
primarer Sterilitat untersuchten Frauen.) 

By M. REenxoia, Acta Gbstet. gynec. scand., 
29, 311-328, 1949. 4 refs. 

An investigation was carried out at the Univer- 
sity of Helsinki to determine whether any 
particular form, size, or position of the uterus was 
consistently associated with sterility, all patients 
attending the Gynaecological clinic because of 
sterility being subjected to hysterosalpingography. 
Shortage of materials prevented the attainment of 
a satisfactory degree of uniformity in the 762 cases 
examined. Fluoroscopy was not carried out. 

The author attempts to elucidate the present 
confusion which exists with regard to the concep- 
tion of hypoplasia and infantilism of the uterus. 
According to Schultze, the hypoplastic uterus is 
one in which the corpus is normally formed, but 
rather small when compared with the cervix, while 
the infantile uterus, in his opinion, has the appear- 
ance of a three-pointed star, both horns being 
unusually strongly developed in comparison with 
the body of the uterus. There are three normal 
types of hysterogram—the isosceles triangle, the 
isosceles triangle with slightly concave sides, and a 
third type approaching the appearance of the 
infantile uterus. The author considers the uterus 
hypoplastic only if the lateral sides of the corpus 
are distinctly longer than the fundus; he does not 
regard the size of the uterus as of any importance. 
He considers the uterus to be of the arcuatus type 
only when the concavity of the fundus is at least 
one-fifth of the height of the body. If the size of 
the corpus is normal but the hysterographic 
appearance is star-shaped, then the case is con- 
sidered to be one of uterus bicornis. The following 
three forms of cervix are stated to be normal: (1) 
The cervical canal shows spindle-shaped dilatation 
near the external os and then continues as a small 
channel as far as the internal os. (2) The cervical 
canal is long and cylindrically shaped. (3) The 
dilated barrel- or flask-shaped type. 

Sterility was found to be associated in 52.1 per 
cent of cases with a normal, in 15.2 per cent with 
a hypoplastic, and in 13.1 per cent with an arcuate 
uterus. The infantile type was found in only 8.7 
per cent, and a small uterus in 6.7 per cent, the 
remainder being made up of tniscellaneous types. 


687 


As far as the cervix was concerned, it was normal 
in size and shape in 64 per cent, and was longer 
than the body of the uterus in 20 per cent. Dilata- 
tion of the cervix was only met with in 23 per cent 
of the cases. No correlation was found between the 
abnormally long or dilated cervix shadow and any 
particular type of uterine body. Displacement of 
the uterus towards the left side was more frequently 
found than displacement to the right, but the 
majority of uteri occupied a median position. There 
was no difference whatever in the incidence of oc- 
clusion between the right and left tubes which 


jwould seem to rule out any attempt to regard 


lateral displacement of the uterus as being due to 
inflammatory changes in the parametrium. 

{The article contains a number of tables analy- 
sing the incidence of the various types of uterus 
and cervix, and should be read in its entirety. ] 

J. Rabinowttch 


1431. Speck’s Test for the Determination of the 
Patency of the Tubes. (La prova di Speck per la 
determinazione della pervieta tubarica.) 

By G. Marcuetri. Clin., ostet. ginec., 52, 376- 
382, Dec. 1950. 2 refs. 


1432. Observations on the Possible Inhibition with 
Heparin of Testicular Hyaluronidase and Fertilization 
in the Rat. (Considerazioni e ricerche sulla possibilita 
d’inibire con le’eparina la ialuronidasi testicolare e la 
fecondazione nel ratto.) 

By V. Patta, Arch. Ostet. Ginec., 55, 376-385, 
July-Aug., 1950. 12 refs. 

This report is based on experiments by McClean 
and Rowlands (Nature, 1942, 150, 627) and 
attempts to prove the value of hyaluronidase in the 
activation of spermatozoal activity. Samples of 
sperm where normally the small number of sper- 
matozoa would be insufficient for fertilization 
were active when mixed with hyaluronidase. 
Sodium salicylate and, especially, Congo red inhibit 
the action of hyaluronidase, but only in doses lethal 
to animals. Heparin was used as an inhibiting 
agent, being given intramuscularly. Experiments 
were carried out on male rats; in 2 out of 8 animals 
given intramuscular heparin fertilization did not 
occur, whereas on cessation of treatment fertiliza- 
tion occurred. On the occasions when the inhibition 
of sperm activity did not occur, larger amounts of 
hyaluronidase were probably present in the sperm 
sample and thus a larger dose of the inhibiting 
agent would have been required. Further experi- 
ments with more accurate dosage and on a larger 
scale are required to obtain definite results. 

A. Wallach 


1433. Some Considerations on Artificial Insemina- 
tion in Human Subjects. (Betrachtungen zur kiinst- 
lichen Befruchtung beim Menschen.) 

By K. Winter. Dtsch. GesundhWes., 5, 
1524, Nov. 30, 1950. 
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1434. Problems and Dangers of Birth Control. 
(Fragen und Verfahren der Geburtenregelung. ) 

By J. Fischer. Off. GesundhDienst., 12, 237- 
250, Oct. 1950. 24 refs. 


1435. Observations on Contraceptive Methods. 
By M. P. Rucker. Sth. Med. Surg., 113, 6-7, 
Jan. 1951. 


1430. A Vaginal Jelly Alone as a Contraceptive in 
Postpartum Patients. 

By L. Z. Gotpsrein. West. J. Surg. Obstet. 
Gynec., 58, 708-711, Dec. 1950, 2 refs 


1437. The Occlusive Pessary. (Okklusivpessare.) 
By V. OuNEsoRGE. Dtsch. GesundhWes., 5, 
1552-1554, Dec. 7, 1950. 1 fig. 


ANOMALIES OF THE 
REPRODUCTIVE ORGANS 


1438. A Case of Cengenital Vesico-vaginal Fistula. 
By J. Swinney. Brit. J. Urol., 23, 64-65, Mar. 
1951. 1 fig., 2 refs. 


1439. Congenital Hypoplasia of the Ovary. (Hipo- 
plasia congenita del ovario.) 

By E.C. Hameen, J. M. Moss, and J. ZANARTU- 
Rev. méd. Chile, 78, 716-724, Nov. 1950. 3 figs., 
10 refs. 


INFECTIONS OF THE REPRODUCTIVE ORGANS 


1440. Aerosol Therapy in Gynaecological Infections. 
(L.'aerosoltherapie dans l’infection gynecologique. ) 

By C. LEFEBVRE, R. SARRAZIN, J. POULHEs, and 
J. Ousser. Paris méd., 41, 10-12, Jan. 6, 1951. 


1441. Aureomycin Therapy in Gynaecology. 
(Aureomycinbehandlung in der Frauenheilkunde.) 

By H. Hartt. Med. Klinik, 45, 1495-1496, 
Nov. 24, 1950. 6 refs. 


1442. Results of Penicillin Treatment in Some 
Gynaecological Diseases. {In Russian. | 

By M. G. Serpyukov. Akush. Ginek., No. 1, 
40-43, Jan.-Feb. 1951. 


1443. The Influence of Penicillin on the Female 
Genital Tract. (Influence esercitate dalla penicillina 
sull'aparato genitale femminile.) 

By C. Pinerti. Rass. med. Sarda, 1, 479-486, 
July-Aug. 1950. 29 refs. 


1444. Clinical Observations in Gynaecological In- 
fections with Bacillus funduliformis. (Klinische Beob- 
achtungen bei Funduliformis-Infektionen in der 
Gynakologie. ) 

By H. Harti. Schweiz. med. Wschr., 80, 1136 
1139, Oct. 21, 1950. Bibliography. 

Since the isolation of Bacillus funduliformis by 
Halle in 1808 few cases of disease due to the 
organism have been reported. Most cases have been 
described by French observers, and the few cases 
of infection in the genital tract lack clinical detail. 
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The present author describes cases which have been 
observed in the last 2 years. It was found that the 
organism was saprophytic in the vagina im health 
and disease. He examined 540 vaginal smears— 
many being taken from cases of abortion—and 
found the organism in 38 (7 per cent). It was 
present in 2 cases of septic abortion, in one of which 
there was an abscess in the pouch of Douglas. In 
4 cases of pyosalpinx it was in pure culture; in one 
of these there was marked pyrexia. In 2 others 
there was no pyrexia; the diagnosis in both these 
cases before operation was of fibroids. The 4th 
patient had remittent fever for 2 months and 
eventually tubercle bacilli were found. 

In 5 cases the Bacillus funduliformis was present 
in association with other organisms, generally 
streptococci. In 3 of these there was prolonged 
pyrexia and pus formation. In one case in which 
the organism was recovered from the blood stream 
the illness was prolonged and severe, and there 
were numerous metastatic abscesses. 

Gladys Dodds 


1445. Gynaecological Infections with Bacillus 
funduliformis alone. (Gynakologische Monoinfektionen 
mit Bacillus funduliformis. ) 

By H. Harti. Geburtsh. u. Frauenheilk., 11, 
155-162, Feb. 1951. 49 refs. 


1446. A Morphologic and Cytochemical Vaginal- 
smear Study: the Effect of Topical Penicillin in the 
Treatment of Focal Infections of the Vaginal Tract. 

By W. B. Ayre, R. Favreau, and J. E. Ayre. 
Amer. J]. Obstet. Gynec., 60, 798-805, Oct. 1950. 
2 figs., 12 refs. 

The authors report the result of a small investi- 
gation into the effects of local penicillin therapy 
on the vaginal mucosa. A total of 15 patients with 
chronic cervicitis were treated with suppositories 
containing 100,000 units of calcium penicillin in a 
cocoa-butter base. One suppository was inserted 
nightly for from 7 to 10 days. The results were 
evaluated clinically and by the vaginal smear 
technique. 

There was symptomatic improvement in most 
cases. The vaginal smear showed a rapid disap- 
pearance of bacteria and leucocytes, an increase in 
the previously diminished glycogen content of the 
cells, and an increase in epithelial cornification. 
The authors conclude that penicillin acts locally as 
an antibacterial agent and in this way controls the 
depression of vaginal glycogen due to infection. 
They note that the increased cornification is 
identical with that produced by oestrogen activity, 
and remark the suppression of the usual menstrual 
cyclic change in cornification in patients under 
treatment. 

[An extension of this survey to post-menopausal 
women should show how far local penicillin can 
have an oestrogenic effect on the vagina.] 

W. J. Mills 
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REVIEW OF CURRENT LITERATURE 


1447. The Diagnosis and Treatment of Certain 
Infections of the Vulva and Vagina. 

By R. H. Hoce. Sth. Med. Surg., 112, 389- 
391, Dec. 1950. 10 refs. 


1448. Trichomonas vaginalis Vaginitis: Treatment 
with a New Surface-active Trichomonacide. 

By J. M. Hunprey, W. K. DIeEnt, H. A. 
SHELANSKI, and R. L. Stone. Amer. J. Obstet. 
Gynec., 6, 843-850, Oct. 1950. 2 figs., 10 refs. 

A new trichomonacide, “‘ tetronyl’’, has been 
tried in the treatment of vaginitis due to Tricho- 
monas vaginitis and found to be simpler and 
safer to use and more rapidly effective than 
preparations hitherto employed. It is a mixture 
of two quarternary ammonium compounds (1 per 
cent) in a vehicle of sodium carboxymethylcellu- 
lose (99 per cent). It is non-toxic to animals when 
given by mouth, is non-irritant to human skin, and 
does not cause sensitization. Dilutions of 1 in 
10,000 kill trichomonads in vitro in under one 
minute. The quarternary ammonium compounds 
rupture the cell by causing it to imbibe fluid, while 
the sodium carboxymethylcellulose acts as a dis- 
persing agent. It is effective at any PH from 3.2 
to 10, and also kills Monilia albicans and many 
bacteria. 

Treatment is very simple. Without preliminary 
cleaning the vagina is insufflated with tetronyl 
powder through a bivalve speculum; this is re- 
peated once a week up to 4 weeks. In addition the 
patient applies tetronyl jelly twice daily. Men- 
struation must not interrupt treatment. Of I100 
cases thus treated, 73 were negative to laboratory 
examination within 1 week, and 94 within 4 weeks. 
There were 5 failures and 1 recurrence at the third 
visit. No toxic symptoms were observed. 

Margaret Puxon 


1449. The Chemotherapy of Trichomonas vaginalis 
Infections. II. Clinical Experience with a New Com- 
bined Treatment. (Chemotherapie der Trichomonas 
vaginalis-infektionen. II. Klinische Erfahrungen mit 
unseren neuen Heilkombinationen. ) 

By R. Peter, O. Jirovec, and K. VESELyY. 
Dermatologica, Basel, 102, 11-24, 1951. 30 refs. 


1450. Gonococcal Vulvovaginitis in Infants and 
Children. A Study of 240 Cases. 

By C. MuKkuHerjEe. Arch. Dis. Childh., 25, 
262-272, Sept. 1950. 28 refs. 

Not more than half of 240 cases of vulvovaginitis 
in infants and children were found to be gono- 
coccal in origin. As in adults culture was found 
to be the most reliable method of diagnosis. The 
most common symptom was a_ seropurulent 
vaginal discharge, occasionally bloodstained. Dy- 
suria was also common and vulval irritation was a 
prominent symptom. Rectal symptoms were 
infrequently observed but they were a most impor- 
tant group, as hidden rectal infection was the most 
common cause of relapse or re-infection. Compli- 
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cations were uncommon, ophthalmia and arthritis 
being seen only occasionally. Troublesome 
associated trichomonad infection was sometimes 
encountered. By far the most satisfactory results 
were obtained by treatment with either sulphona- 
mides or penicillin, the average duration of treat- 
ment in each case being 4 to 6 days. Resistance 
of the organism to either of the drugs was dealt 
with satisfactorily in most cases by changing from 
one to the other and, if necessary, by giving 
oestrogens at the same time. This hormone 
therapy, producing vaginal cornification and resis- 
tance to infection, has been found most useful in 
difficult cases or in relapse. Comparably good 
results were obtained with oral, parenteral, or local 
oestrogen treatment. C. J. Dewhurst 


1451. Gonococcal Vulvo-vaginitis in Infancy. 
(Sobre la vulvo-vaginitis gonococica en la infancia. ) 

By J. CARRERA. Rev. esp. Pediat., 6, 820-822, 
Nov.-Dec. 1950. 8 refs. 


1452. Granuloma Inguinale of the Cervix Uteri and 
Vulva treated with Streptomycin. 

By R. H. HoGe and A. M. SaLzBErG. Amer. /] 
Obstet. Gynec., 60, 911-913, Oct. 1950. 2 figs. 

Five negresses with granuloma inguinale of the 
vulva received 13 to 40 g. of streptomycin intra- 
muscularly in divided doses over a period of 4 to 
6 days. There were no toxic symptoms and there 
was subjective improvement in each case within 
48 hours, with evident healing by the sixth day. 
There were no recurrences in a follow-up period of 
2 to 10 months. Two women became pregnant; 
one delivery was normal, although previously the 
granuloma inguinale had made intercourse impos- 
sible; the other was by Caesarean section to avoid 
injury to the scarred and fibrotic vagina. 

Three women with granuloma inguinale of the 
cervix received 4 g. of streptomycin daily for 5 
days. Symptoms disappeared in 2 weeks, and the 
appearance of the cervix was much improved, 
although one was left with a small superficial ulcer, 
and in 2a chronic non-specific cervicitis remained 
which responded to conization. Pathological 
examination of the 2 latter revealed no Donovan 
bodies. Margaret Puxon 


1453. Vaginal Actinomyces. (Actinomyces en 
vagina.) 

By J. M. SkncHez Iphnez. Clin. y Lab., 51, 
36-39, Jan. 1951. 22 refs. 


1454. The Importance of Diphtheria Organisms in 
Gynaecology. (Die Bedeutung der Diphtheriebak- 
terien in der Frauenheilkunde. ) 

By H. Harti. Geburtsh. u. Frauenheilk., 11, 
43-49, Jan. 1951. 2 figs., 43 refs. 


1455. Pleuropenumonia-like Micro-organisms in 
the Female Genito-Urinary Tract. 

By B. MELEN and —-. OpEBLan. Scand. J. clin. 
Lab. Invest., 3, 47-51, 1951. 10 refs. 
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1456. A Case of Retrouterine Abscess. (Sobre un 
caso de coleccion purulenta retrouterina.) 

By F. Rico. Toko-ginec. pract., 10, 39-40, 
Jan. 1951. 


1457. Uterine Abscesses in Endometriosis of the 
Uterus with Inflammatory Adnexal Tumours. 
(Uterusabszesse bei Endometriosis uteri interna und 
entzundlichen Adnextumoren. ) 

By V. Gutsrop. Geburtsh. u. Frauenheilk, 11. 
167-173, Feb. 1951. 11 refs. 


1458. Endometrial Tuberculosis. (La tubercolosi 
dell’ endometrio. ) 

By S. STEFANELLI Monit. ostet.-ginec., 21. 
430-477, Nov.-Dec. 1950. 3 figs., bibliography. 


1459. Persistent or Relapsing Chronic Salpingitis 
due to Coloform Organisms and Associated with 
Intestinal Parasitosis. (Salpingite chronique coli- 
bacillaire persistante ou recidivante et parasitose 
intestinale. ) 

By P. GasguEr. C.R. Soc. frang. Gynéc., 20, 
258-2590, Nov. 1950. 


NEW GROWTHS OF THE REPRODUCTIVE 
CORGANS 


1400. The Results of Treatment of Malignant 
Disease in the Gynaecological Clinic of the University 
of Leipzig, 1940 to 1943. (Die Behandlung der Geni- 
talkarzinome an der Univers'tats-Frauenklinik Leipzig 
in den Jahren 1940 bis 1943 und ihr Erfolg.) 

By W. Mosius. Zbl. Gyniik., 72, 1560-1575, 
1950. 4 figs., 15 refs. 


1461. The Clinical Specificity of Vulvar Fluores- 
sence. 

By R. C. Benson, L. A. Strait, and C. C. 
CHAPPELL. Surg. Gynec. Obstet., 92, 14-21 Jan. 
1951. 4 figs., 11 refs. 


1462. Case of the Reticulum Cell Variety of Lym- 
phosarcoma Involving the Female Genitalia. 

By J. W. W. Epperson. West. J. Surg. Obstet. 
Gynec., 58, 701-703, Dec. 1950. 2 figs., 18 refs. 


1463. Primary Carcinoma of the Vulva: Pathogen- 
esis and Treatment. (Das primire Carcinom der 
Vulva. Ein Beitrag zur Entstchung und Behandlung. ) 

By H. Huser. Arch. Gynik., 179, 1-29, 1950. 
44 refs. 


1464. Vulvovaginal (Bartholin) Cyst. Treatment 
by Marsupialization. 

By P. Jacosson. West. J. Surg. Obstet. 
Gynec., 58, 704-708, Dec. 1950. 4 figs., 5 refs. 


1405. The Effect of Large Doses of Androgens on 
Uterine Fibroids and Secondary Sex Characters in 
Women. (L’influence des hautes doses d’androgénes 
sur le fibromyome utérin et sur les caractéres sexuels 
secondaires de la femme.) 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


By J. LaMBILLON. Ann. Endocrinol., Paris, 11, 
329-340, 1950. 12 figs., 10 refs. 

The widespread use of androgens in the treat- 
ment of certain tumours and endocrine disturbances 
in the female has raised the question of their 
influence on the secondary sex characters and of 
the reversibility of such virilization as does occur. 
The author has studied this question in the case of 
Central Africans, a race less hirsute than the white 
races. 

He describes 2 cases, one of a middle-aged 
woman with a large uterine fibroid who received 
4 g. of testosterone propionate in 80 days, and one 
of a young woman with a fibromyoma of the ovary 
who received 4.38 g. of testosterone acetate in 110 
days. In neither case was there any effect on the 
tumour. In both women there was considerable 
enlargement of the clitoris (known in one case to 
have been reversed after the cessation of treat- 
ment), but there were no changes in the voice or 
distribution of the hair. A third patient, a young 
woman who was gynaecologically normal, received 
5 g. of testosterone propionate over a period of 66 
days; she showed no signs of virilization other 
than hypertrophy of the clitoris and a slight altera- 
tion in the voice, both of which were reversed after 
one month. 

These observations on native women are com- 
pared with those made previously on Europeans, in 
whom hypertrophy of the clitoris, marked hyper- 
trichosis, and lowering of the voice rapidly set in 
after administration of considerably smaller doses 
of androgen. Nancy Gough 


1466. A Case of Malignant Myoma with Atypical 
Morphology in the Late Metastases Only. (Su un 
caso di mioma maligno morfologicamente atipico solo 
nelle metastasi tardive.) 

By F. Cassano. Riv. ital. Ginec., 34, 64-94, 
1951. 11 figs., 44 refs. 


1467. Uterine Bleeding Due to Malignant Neo- 
plasms. 

By W. L. THomas. Sth. med. J., 44, 19-22, 
Jan. 1951. 1 fig., 3 refs. 


1468. Lipoma of the Uterus. 

By B. E. Howe and E. Ketrert. Bull. int. 
Ass. med. Mus., 31, 172-177, Nov. 1950. 3 figs., 
8 refs. 


1469. Benign Mesotheliomas (Adenomatoid Tumors) 
of the Genital Tract. 

By M. J. Lez, M. B. Docxerty, G. J. THomp- 
son, and J. M. WauGH. Surg. Gynec. Obstet., 91, 
221-231, Aug. 1950. 10 figs., 42 refs. 

A rare and interesting neoplasm occurs in the 
epididymis, spermatic cord, and testicular tunics 
of the male, and in the uterus, Fallopian tubes, 
and ovary of the female genital tract. It has been 
variously designated in the literature, which is here 
reviewed, but the authors consider it to be a 
mesothelioma. 
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REVIEW OF CURRENT LITERATURE 


This article presents a clinico-pathological study 
of 35 cases of mesothelioma of the genital tract 
from the records of the Mayo Clinic from January 
I, 1910, to January 16, 1950. In 4 of the 35 cases 
material was sent to the clinic for evaluation. 

Only surgical cases were studied. Gross speci- 
mens, preserved in formalin, were examined. 
Sections of representative blocks of frozen tissue 
were cut 10u thick and stained with haematoxylin 
and eosin. In some cases paraffin block sections 
were also studied, and in addition the Dresbach 
modification of Mayer’s mucicarmine stain, Bauer- 
Feulgen’s glycogen stain, Sudan IV stain for fat, 
elastin-van Gieson stain, GémOri’s reticulum stain, 
and Mallory-Heidenhain stain (Krichkesky’s modi- 
fication) were used. 

In more recent cases the tumours were also 
studied in the fresh state, grossly and by means 
of fresh frozen section stained with polychrome 
methylene blue. 

In too cases a pathological study was made of 
tumours which had been diagnosed as uterine 
fibromyomata to investigate the possibility of their 
being mesotheliomata. Six of them were in fact 
found to be mesotheliomata. 

An additional study was made of peritoneum on 
the posterior surface of the uterus, the commonest 
site of uterine mesothelioma. 

There were 18 mesotheliomata in the epididymis, 
1 in the tunica albuginea, 1 in the tunica vaginalis, 
12 in the uterus, 2 in the Fallopian tube, and 1 in 


the ovary. 
Three types of pattern were found: (1) canali- 
cular, with large ‘‘ vascular’’ spaces lined by 


flattened cells; (2) tubular, having gland-like spaces 
with epithelium-like cuboidal or low-columnar 
lining cells; and (3) plexiform, with solid strands 
and nests of epithelioid cells. No true basement 
membrane was present. Only desquamated lining 
cells and an occasional mononucleated cell were 
found in the spaces. Intra-cytoplasmic vacuoles 
were a distinctive finding. Fusion of these vacuo- 
lated cells to form spaces was seen. Cilia and 
mitotic figures were not encountered. A weak 
reaction of material in the vacuoles and in the 
spaces to muci-carmine was inconstantly noted. 
In the fibrous-tissue stroma, lymphoid cells were 
found, both scattered and in nodules. * Smooth 
muscle in varying quantities occurred in tumours 
in all locations except the ovary; in some cases 
proliferation of the muscle had taken place. 

Reticular fibres formed a network between the 
spaces, and fibres of elastic tissue were infrequent. 

Evidence regarding the histogenesis of these 
unique neoplasms remains inconclusive. Certain 
microscopical features favour each of the possible 
sources of origin—that is, epithelium, endothelium, 
and mesothelium. The authors favour the meso- 
thelial origin. 

Although microscopical features at times may 
suggest malignant disease, mesotheliomata are 
clinically benign. Treatment should consist of 
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excision of the tumour. The duration before 
operation, when known, is usually long and growth 
is slow. With few exceptions, the tumour has been 
found to be well circumscribed. Metastasis at the 
time of operation has not been found. 

Subsequent history—as long as 30 years after 
operation in 1 case in this series—has never 
revealed local recurrence or metastasis.. 


Lilian Raftery 


1470. Bioelectric Potentials in Uterine Carcinoma. 
{In English. } 

By S. DaLcaarp and J. E. THYGEsEN. Acta 
vadiol., Stockh., 34, 488-492, Dec. 1950. 8 refs. 


1471. Researches on Carcinoma of the Uterus in 
Twins. (Uteruskarzinom und Zwillingsforschung.) 

By R. Mey. Zbl. Gynik., 72, 1579-1583, 1950. 
16 refs. 


1472. Primary Carcinoma of the Breast and 
Uterus. 

By J. A. Watt and B. S. Bayoup. Sth. med. 
].. 44, 22-26, Jan. 1951. 4 figs., 12 refs. 


1473. Hysterography in Cancer of the Corpus of the 
Uterus. {In English. | 

By O. Norman. Acta radiol., Stockh., Suppl. 
79, 1-156, 1950. 57 figs., bibliography. 

Hysterographic examinations were carried out in 
128 histologically verified cases of cancer of the 
body of the uterus. X-ray examinations were 
made in the antero-posterior, lateral, and oblique 
projections. Screen control was employed and a 
water-soluble ‘‘ diodrast ’’ solution was employed 
as the opaque medium. The purpose of the 
examination was: (1) to determine those X-ray 
features of carcinoma of the body which should 
enable a definite diagnosis to be made; (2) to de 
termine by this method the exact location and 
extent of the cancer with a view to its classifica- 
tion; (3) to obtain a hysterographic control of the 
results obtained by radium treatment. 

Two different types of cancer are distinguished, 
the circumscribed and the diffuse. Classification 
and sub-grouping is made easy by hysterography 
as it is always possible to visualize the size, loca- 
tion, and shape of the uterine cavity. It also helps 
in differentiation between cancer of the body and 
cancer of both body and cervix. In the differential 
diagnosis it was nearly always possible to dis- 
tinguish between a carcinoma and any of the 
following: fibroids, polypi, ova, moles, or placental 
rests. When the underlying condition was an 
endometrial reaction to inflammation or radiation, 
resulting in hyperplasia, differentiation was less 
easy. It was possible to make a positive diagnosis 
of carcinoma in 115 out of 128 cases. When the 
X-ray examination revealed a markedly irregular 
contour, then the microscopical preparation 
nearly always showed a high degree of organisation 
and differentiation. Radiologically, it was possible 
to diagnose a carcinoma in 20 patients in whom 
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curettage a short while before had not disclosed 
any pathological state. Cervical involvement was 
detected in 33 cases of the present series and is 
demonstrable with a greater degree of certainty by 
this method than by any other examination. This 
method permits of a clear visualization of the in- 
trauterine topography, which may be of impor- 
tance in the choice of therapy. 

By X-ray follow-up examinations it was possible 
to observe regression of the tumour, or its growth, 
in 50 out of 90 cases. In 36 cases vaginal adhesions 
after treatment made further hysterographic 
examination impossible. In these follow-up 
examinations radiation reactions in apparently 
normal endometrial tissue at some distance from 
the original growth were observed. 

One case of urticaria was noted in 1,700 hystero 
graphic examinations. Mechanical injury in con- 
nection with the introduction of the hysterographic 
instrument was seen in 20 cases, but no evidence 
of spread of the tumour was seen. Spread of infec 
tion, as evidenced by a rise in temperature, was 
noticed in only 4 cases, in 2 of which the 
examination had been made with iodized oil and 
not with the water-soluble medium usually 
employed. On the other hand, 3 cases of pyometra 
were examined without any untoward result. 

]. Rabinowitch 


1474. The Physiological Method of Differentiating 
Malignant Tumours of the Uterus from Benign 
Hyperplasia. (Il metodo fisiologico nella diagnosi 
lifferenziale fra tumore maligno e iperplasie benigne 
lell'utero. ) 

By A. Rosst. Rass. clin.-sci. 1st biochim. ital., 
26. 323-331, Nov. 1950. 8 figs 


1475. Vaginal Smears in the Early Diagnosis of 
Carcinoma of the Uterus. (Reflexions sur |’applica- 
tion practique, des frottis vagineaux dans le diag- 
nostic précoce du cancer utérin.) 

By P. Utricw. C.R. Soc. franc. Gynéc., 20. 
260-265, Nov. 1950. 7 refs. 


1476. The Cytology of the Vaginal Smear in Differ- 
ential Diagnosis. _(Differentialdiagnostische Betrach- 
tungen uber den cytologischen Vaginalabstrich. ) 

3y G. L. Wiep. Dtsch, GesundhWes., 5, 1444 
1450, Nov. 16, 1950. 36 figs., 19 refs 


1477. Our Experience in the Diagnosis of Chorion- 
epithelioma. (Nossa experiéncia com a clinica do 
corioepitelioma. ) 

By L. M. Macuapo, An. brasil. Ginec., 15, 169- 
184, Sept. 1950. 12 figs., 8 refs. 

A series of 13 cases of chorionepithelioma treated 
by the author since 1931 is analyzed. Most of the 
patients were under 30 years of age. In 7 cases 
there was a history of hydatidiform mole, in 5 a 
history of abortion, and in one a history of preg 
nancy going to term. In 10 cases, signs of 
malignancy appeared within 8 months of preg- 
nancy. The greatest interval was 3 years, There 


was metrorrhagia in 12 cases and in 13 the uterus 
was obviously larger than normal. In 6 cases there 
were metastases at a distance (vagina, lung, brain). 
Biological diagnosis was made in 6 cases. The 
cases with hydatidiform mole were most readily 
diagnosed and carried the best prognosis. In one 
case of death due to metastases the primary 
tumour disappeared spontaneously. Lutein cysts 
were found in 6 cases but were generally absent in 
the most severe cases. Six cases may be considered 
to have been cured by hysterectomy. 

The author does not think that hormone assay 
is of much diagnostic value. Curettage is to be 
avoided so far as possible. S. S. B. Gilder 


1478. An Appraisal of Chorionepithelioma Based on 
Observations in Twelve Cases. 

By S. L. SIEGLER, J. M. Ravip, andS. M. Tosrn. 
Amer. J]. Obstet. Gynec., 60, 586-604, Sept. 1950 
13 figs., 20 refs. 

The authors review 11 cases of chorionepithe- 
lioma and one of malignant mole. These were 
collected from 5 different hospitals over a period 
of ro years. |The total number from which these 
cases were drawn is not stated but would appear to 
be about 150,000.| The ages of the patients ranged 
from 19 to 45 years, 3 were primigravidae and 9 
multigravidae. Six patients died within 7 to 30 
months after removal of the uterus or from the 
onset of symptoms, metastases being found in the 
lungs at biopsy in each instance. Five patients 
have survived for 4 years following treatment and 
the remaining one, from whom the malignant mole 
was removed, is still alive after 10 years. Survival 
may be explained by the lytic factor or by unusual 
protection of decidual cells against invasion of the 
tumour. Photomicrographs are reproduced and a 
description given of the clinical and pathological 
features in each case. The significant findings are 
numerous masses of Langhans’s cells showing pleo- 
morphism and hyperchromatism of the nuclei with 
many mitotic figures. In those patients who sur- 
vived, the Langhans’s cells were less pleomorphic 
and the mitotic figures less numerous than in the 
fatal cases. 

Emphasis is laid on the need for the close obser- 
vation of a patient from whom a hydatidiform 
mole is removed, since 50 per cent of chorionepithe- 
liomata are subsequent to this condition. The 
authors advocate quantitative Aschheim-Zondek 
tests rather than qualitative and these should be 
made every 2 weeks for 3 months and thereafter 
once a month for 9 months and at 3-monthly 
intervals for 2 to 3 years. Clinical symptoms are 
observed and a routine pelvic examination made 
at each visit because the Aschheim-Zondek test is 
not infallible; seven reasons are given to account 
for discrepancies in the test. An outline of treat- 
ment is given, the salient points of which are 
immediate surgery on diagnosis, with complete 
removal of the uterus, and appendages after stitch- 
ing the cervix and clamping the vascular area on 
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each side of the uterine horns, and extirpation of 
local lesions, if accessible, or otherwise their treat- 
ment with radiotherapy. Post-operative radio- 
therapy is advised in all cases. 

Jean R. C. Burton-Brown 


1479. Chorionepithelioma of the Uterus. A Résumé 
of the Literature and Presentation of Two Cases. 

By L. M. Leviand P. V. Halc. Radiology, 56. 
73-79, Jan. 1951. 7 figs., 6 refs. 


1480. Contribution to the Study of the Etiology 
and Prevention of Cancer of the Cervix of the Uterus. 

By F. GaGnon. Amer. J]. Obstet. Gynec., 60. 
516-522, Sept. 1950. 9 refs. 

The author is convinced that cervicitis is an 
important predisposing lesion in relation to car- 
cinoma of the cervix. For many years he has had 
the advantage of access to a community of nuns, 
and also to their medical records. The community 
numbered 13,000 nuns and the investigations 
ranged over 20 years. This, in the author’s opinion, 
corresponds to a city of a population of 65,000 in- 
habitants. If Meigs’s ratio of the incidence of car- 
cinoma of the cervix and carcinoma of the uterine 
body (6.2 to 1) is applied, there should have been 
72 cases of carcinoma of the cervix, for 12 cases of 
uterine-body cancer were found. In fact, no case 
of carcinoma of the cervix was found. 

When the pathological records of the Montreal 
ind Quebec Radium Institutes were analysed, 19 
cases of uterine-body cancer were found in nuns 
and only 3 cases of carcinoma of the cervix, 
whereas the author judges that 114 would have 
been expected. 

Finally, an analysis is made of the records of all 
malignant tumours in 3,280 nuns over the 20-year 
interval. Although there were 130 malignant 
tumours of various organs, there were no cases of 
cervical cancer. The author considers that these 
findings are strongly in favour of the view that 
cervicitis predisposes to carcinoma of the cervix. 

[This is an interesting study. The fact seems 
definite that carcinoma of the cervix is indeed most 
rare in sequestrated nuns, but the interpretation 
of the findings may not be acceptable to all. There 
are surely several non sequiturs here. The popula- 
tion from which the figures are drawn was a very 
specialized one and Meigs’s ratio can hardly apply. 
Moreover, in such a confined group of nulligravidae 
other possible causative factors in relation to child- 
birth are absent. The analogy with a city popula- 
tion is surely an inaccurate one.] 

: Kenneth Bowes 


1481. A Simple and Satisfactory Staining Technique 
for Cytological Diagnosis of Carcinoma from Vaginal 
and Cervical Smears. (Ein einfaches und zwecker- 
fiillendes Farbeverfahren fiir die zytologische Krebs- 
diagnose aus dem Vaginal- und Zervixsekret.) 

By H. Cramer and D. Stamm. Geburts. u. 
Frauenheilk., 10. 676-684, Sept. 1950. 4 figs., 
16 refs. 
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A method of staining vaginal and cervical smears 
is described in which the smear is fixed for at least 
20 minutes in a mixture of equal quantities of 
ethyl alcohol and ether. (Ethyl alcohol or methyl 
alcohol may also be used.) It is first stained with 
May-Griinwald’s solution (eosin—-methylene blue) 
diluted with an equal volume of a buffer solution 
of pH 6.1 prepared according to Sorensen’s 
method, After 2 minutes the stain is poured off 
and the slide is washed with the same buffer solu- 
tion. Next the smear is stained with freshly pre- 
pared Giemsa solution (azur—eosin-methylene blue) 
diluted 1 in 25 with buffer solution. After staining 
for 15 minutes the slide is washed again with buffer 
solution and then left to dry in the air. Finally it 
is cleared in xylol and mounted in “‘ caedax ’’. 

By this technique the cytoplasm of carcinoma 
cells is coloured pale blue, so that the nuclei are 
clearly distinguishable even when cells are clus- 
tered together. Mucus is only stained a faint red 
colour, so cells smeared with mucus can be easily 
examined. In addition, bacteria are stained blue. 

R. J]. Ludford 


1482. The Value of Vaginal Cytology in Observing 
the Progress under Radiation Treatment of Patients 
Suffering from Cancer of the Cervix. 

By G. C. MaLoney. Amer. ]. Obstet. Gynec., 
60. 533-538, Sept. 1950. 

The author studied vaginal smears in 54 cases of 
carcinoma of the cervix undergoing treatment at 
the Ontario Institute for Radiotherapy, Toronto 
General Hospital, in the hope of discovering a 
method whereby radio-resistant cases could be 
recognized at an early stage so that surgical treat- 
ment may be substituted. Smears were prepared 
according to Papanicolaou’s technique before 
treatment was started, weekly during therapy, and 
then at regular follow-up visits after treatment. 
When malignant cells disappeared from the smear 
before the 2oth X-ray treatment and the smear 
remained negative while the patient remained in 
good condition, there was considered to be good 
correlation between the cytological and clinical 
indices of the course of the disease. 

In 13 cases of carcinoma of the cervix (stages 1 
and 2), in which the initial smears were positive, 
good correlation was obtained. Of the remaining 
41 cases (stages 3 and 4) in which a positive pre- 
treatment smear was obtained, good correlation 
was found in 66 per cent of cases. The results in 
this small series suggest that vaginal smears may be 
found of assistance in identifying the radio- 
resistant tumours at an early date. 

Elaine M. Sunderland 


1483. A Comparative Study of Vaginal Smears and 
Cervical Cell Scrapings in Intra-epithelial Carcinomas. 

By D. D. Kutcsar. Amer. J. clin. Path., 20, 
958-962, Oct. 1950. 16 refs. 

Material was obtained from 24 patients with 
early, non-invasive, carcinoma of the cervix, con- 
firmed in most cases by positive biopsy, for a com- 
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parative evaluation of the diagnostic methods of 
Papanicolaou and Ayre. Smears were prepared 
from material aspirated from the vaginal pool 
(Papanicolaou method), and from _ material 
obtained by scraping the surface epithelium of the 
cervix (Ayre method). The smears from both sites 
were stained with Papanicolaou polychrome stain 
and examined for cancer and pre-cancer cells. 
Vaginal and cervical smears were taken at weekly 
or monthly intervals until a total of 100 pairs of 
smears had been examined. 

Neoplastic cells were found in 93 per cent of 
cervical scrapings as against 55 per cent of vaginal 
smears. An added advantage of the Ayre method 
was the speed and accuracy with which positive 
diagnosis could be made. Examination of 74 per 
cent of the cervical smears showed 4 or more 
anaplastic cells, while this number of atypical cells 
was found in only 1o per cent of the positive 
vaginal smears. G. B. Forbes 


1484. Intraepithelial Carcinoma of the Cervix. 

By L. A. Kaurmann, W. K. CUYLER and R. A. 
Ross. Surg. Gynec. Obstet., 91, 179-181, Aug. 
1950. 2refs. 

Genital smears are useful in detecting intra- 
epithelial carcinoma of the cervix; however, the 
authors believe that the diagnosis of this lesion by 
the smear method needs pathological verification. 
Although similar lesions of the cervix may occur 
during pregnancy, and certain benign conditions 
engender nuclei in cervical epithelium which may 
be confused with the atypical nuclei of the intra- 
epithelial lesion, the authors have been able to 
recognize cellular elements that are sometimes 
associated with intra-epithelial carcinoma of the 
cervix. 

The patients discussed were examined in the years 
1947 to 1949 inclusive and smears from 10,029 
patients were studied. In 44 of these cases the 
pathological diagnosis was found to be intra- 
epithelial carcinoma of the cervix. Clinically, 4 of 
these patients were thought to have carcinoma of 
the cervix, whereas 26 patients were thought to 
have only benign cervical lesions. The cervices of 
10 patients appeared normal. Of the 44 patients 
with intra-epithelial carcinoma of the cervix 33 
were under 45 years of age and 6 were pregnant. 

Lilian Raftery 

1485. Cancer of the Cervix Diagnosed by Sponge 
Biopsy. 

By S. A. GLApDsToneE and I. SELZER. Amer. J. 
Surg., 81, 307-311, Mar. 1951. 6 figs., 6 refs. 

1486. Radical Surgical Treatment of Carcinoma of 
the Cervix. Analysis of 32 Cases. 

By J.C. Weep. New Orleans med. surg. ]., 103, 
294-298, Jan. 1951. 1 fig., 1 ref. 

1487. Carcinoma of Uterine Cervix; The Need 
for combined Radiation and Surgical Treatment. 

By A. P. Barry. Irish J]. med. Sci., 6th ser., 
15-21, Jan. 1951. 6 refs. 
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1488. Estimation of Dose from Radiation Applica- 
tors Used in the Treatment of Carcinoma of the 
Uterine Cervix. 

By W. Gatnes and N. E. ScoriEtp. West. J. 
Surg. Obstet. Gynec., 59, 71-75, Feb. 1951. 7 figs., 
14 refs. 


1489. Recurrence of Carcinoma of the Cervix after 
Combined Radium and X-ray Treatment. (Ueber die 
rezidive des Kollumkarzinoms nach kombinierter 
Radium-Rontgen-Bestrahlung. ) 

By J. Rtesand J. Breitner. Z. Geburtsh. 
Gyndk., 133, 297-331, 1950. 5 figs., bibliography. 

This paper records the results of an inquiry into 
the causes of failure in the treatment of carcinoma 
of the cervix by combined radium and X-ray 
therapy. In 524 cases, constituting 45 per cent of 
a total of 1,165 patients treated at the Gynaeco- 
logical Clinic of Munich University during the years 
1938-41, the condition responded to treatment, but 
recurred, while in a further 105 patients it failed to 
respond even temporarily. In the overwhelming 
majority of the latter group the disease was in stage 
III or IV; this is taken by the authors to indicate 
that there are hardly any primarily radio-resistant 
cervical carcinomata and that it is the extension of 
the growth and its relation to the body as a whole, 
rather than its histological structure, which deter- 
mine the success or failure of radiation treatment. 

The 524 recurrent cases were distributed over the 
four clinical stages as follows: stage I: 97 cases (37 
per cent of all stage-I cases). Stage II: 149 cases 
(44.5 per cent). Stage III: 250 cases (51 per cent). 
Stage IV: 28 cases (37.2 per cent). From an 
analysis of the whole series according to the 
patient’s general condition it was apparent that 
cancer of the cervix not infrequently attacks 
patients in excellent general condition, and also 
that the results of treatment in this series were best 
in those patients classed as ‘‘obese’’. This is 
remarkable in view of the reduced X-ray dose 
received at the tumour in stout patients and it is 
suggested that the co-existent endocrine hypo- 
function present in the great majority of such cases 
may have a beneficial influence on the ultimate 
treatment results. It is also shown that in each 
stage the prospects of a permanent cure run 
parallel with the general state of health, and that 
the prognosis in cachectic patients is extremely 
grave, irrespective of the clinical stage of the 
disease. 

Over 40 per cent of all recurrences developed 
within the first 6 months after treatment, after 
which life expectancy increased markedly with each 
successive year, only 5 per cent of those patients 
who survived 4 years subsequently developing a 
recurrence. The parametrium was the site most 
frequently affected by a recurrence, a preference for 
the right side being explained as being due to 
developmental asymmetry, as a result of which the 
left parametrium remains always shorter than the 
right. The radiation dose received by the left para- 
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metrium from radium situated, in most cases, to 
the left of the mid-line is therefore considerably 
higher than on the right, and the development of a 
recurrence on that side less likely. The supra- 
clavicular (‘‘ Virchow’s ’’) lymph nodes were found 
to be involved in 4 out of the 26 cases with extra- 
pelvic metastases, and should always be looked for. 
Re-treatment of pelvic recurrences is advised as, 
in spite of the very poor ultimate results (1.9 per 
cent 5-year survival), it produces subjective 
improvement and some prolongation of useful life. 
Jan G. de Winter 


1490. Cervical-stump Tumours after subtotal Hys- 
terectomy. (A propos des tumeurs cervicales aprés 
hystérectomie subtotale. ) 


By M. DarGent. Lyon chir., 45, 827-836, Oct. ' 


1950. 1 fig. 

In a search of the records of the Centre Anti- 
cancéreux at Lyons from 1925 to 1949 114 Cases 
were found in which carcinoma had occurred in the 
cervical stump following subtotal hysterectomy. 
The author found that such cases may be grouped 
into two types: in the first type hysterectomy has 
been performed for an apparently benign condition 
which was, in actual fact, malignant, and the 
cervical stump has therefore become involved by 
direct spread before operation. In the second type 
the body has been removed for a non-malignant 
condition and malignant disease develops subse- 
quently in the cervical stump, possibly as a result 
of malignant change in a precancerous lesion. The 
first type generally occurs within 3 years of the 
operation, and the second type 3 or more vears 
after. The incidence of the two types was approxi- 
mately the same, but the diagnosis at the time of 
hysterectomy was of non-malignant metrorrhagia 
or fibroids in 74 per cent of the first type compared 
with 58 per cent of the second. The author there- 
fore believes that greater care must be taken before 
accepting a benign condition cause for abnormal 
uterine bleeding. 

The treatment of both conditions is surgical, as 
radiotherapy has far too disastrous an effect on the 
bladder and rectum. Operation consists in removal 
of the cervix and the adjacent lymphatic territory. 

R. T. Burkitt 


1491. Cancer of the Cervical Stump. [In English. | 
By A. LacHMAnNn. Acta obstet. gynec. scand., 
30, 169-185, 1950. 27 refs. 


1492. The Endometrium in Cases of Ovarian Cancer. 
By I. S. Kraevskaya. Akush. Ginek., No. 1, 
31-33, Jan.-Feb. 1951. 


1493. Umbilical Metastasis from Ovarian Car- 
cinoma. (Metastasi ombelicale in corso di carcinoma 
ovarico 

By V. Rinpo. Riv. ital. Ginec., 34, 33-44, 1951, 
5 figs., 14 refs, 
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1494. Functioning Struma Ovarii. Report of a 
se. 

By J. F. Fox and K. W. CLeMEnt. Ann. Surg., 

133, 253-254, Feb. 1951. 8 refs. 


1495. Struma Ovarii Causing A%cites and Hydro- 
thorax (Meigs’s Syndrome). 

By R. H. Baskin and V. S. CouNSELLER. Proc. 
Mayo Clin., 26, 60-64, Jan. 31, 1951. 3 figs., 5 refs. 


1496. Adenomatoid Functional Hyperplasia of 
Ovarian Stroma Cells. (Les hyperplasies fonction- 
nelles adenomatoides des cellules du stroma ovarien. ) 

By P. LarrarGue and R. Luscan. Presse med., 
59, 403-406, Mar. 28, 1951. 7 figs., 19 refs. 


1497. Seminomata of the Ovary. (Les séminomes de 
l’ovaire.) 

By P. FuNcK-BrENTANO. Paris méd., 41, 6-10, 
Jan. 6, 1951. 2 figs., 2 refs. 


1498. Cancer: Significant Treatment. Papillary 
Cystad arci of the Ovary—a Case Report. 

By R. S. Cron and M. Kenna. Marquette med. 
Rev., 16, 32-33 and 39, Nov. 1950. 


1499. The Clinical and Pathological Features of 
Serous Fibradenoma and Cystadenofibroma of the 
Ovary. (Zur Pathologie und Klinik der serésen 
Adenofibrome und Zystadenofibrome des Ovariums. ) 

By R. J. Kierrsman. Acta obstet. gynec. scand., 
30, 155-168, 1950. 4 figs., 47 refs. 


1500. The Puncture and Contrast Radiography of 
Ovarian Cysts. (Ponction des kystes de l’ovari et 
kystographie. ) 

By L. Portes, A. GRANJON and A. M. Beau. 
Gynéc. et Obstét., 49, 422-431, 1950. 9 figs. 


1501. Ovarian Cyst in a Premature Infant. 

By G. Y. Graves, D. B. McItvoy and G. W. 
Hupson. Amer. J]. Dis. Child., 81, 256-258, Feb. 
1951. 4 refs. 


1502. Large Ovarian Cysts. 
By R. J. Last. Brit. med. ]., 1, 622-623, Mar. 
24, 1951. 1 fig. 


1503. Spontaneous Hematoma of the Rectus 
Abdominis Muscle Simulating Twisted Ovarian Cyst. 
A Report of Three Cases. 

By H. Broapy. West. J. Surg. Obstet. Gynec., 
59, 33-34, Jan. 1951. 8 refs. 


1504. Endometrial Hyperplasia producing a Syn- 
drome Simulating Early Pregnancy. 

By G. T. C. Way. Amer. J]. Obstet. Gynec., 60, 
675-679, Sept. 1950. 5 figs., 6 refs. 

In a series of 1,092 cases of endometrial hyper- 
plasia, 6 to 9 per cent of patients gave a history 
suggestive of pregnancy, that is, normal regular 
periods followed by amenorrhoea for 2 to 3 months, 
terminating in bleeding. On examination, cervix 
and uterus were somewhat softened and the uterus 
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slightly enlarged. A diagnosis of abortion was made 
and curettage performed, the curettings showing 
hyperplasia of the endometrium. It was found that 
49-3 per cent of the patients were under 30 and 
only 17.3 per cent were over 40 years of age. 

A review of the’fertility of these patients showed 
that there was an absolute abortion rate of 36.2 per 
cent, and it may be that some of the apparent 
abortions were also cases of endometrial hyper 
plasia. 

Successful pregnancies later occurred in 13 of these 
patients and it is suggested that the endometrial 
hyperplasia is probably due to anovulatory cycles, 
which may occur at any stage of reproductive life. 


Marie H. Calverley 


1505. Time, Site, and Treatment of Recurrence of 
Endometrial Carcinoma. 

By W. P. Finn. Amer. |]. Obstet. Gynec., 60, 
773-782, Oct. 1950. 5 figs., 2 refs. 

The author has studied 266 patients with cancer 
of the endometrium treated at the Women’s Clinic, 
New York Hospital, from 1933 to, and including, 
1949. Of these, 49 had persistence of recurrence of 
the carcer: 85 per cent of the recurrences appeared 
within 3 years and 15 per cent later. After the 
third year the annual recurrence rate was I per cent. 
Even after the conventional 5-year period of sur- 
vival 5 of the 74 patients who were followed up 
tor over 5 years developed recurrences, after 5, 5%, 

10, and 11 years respectively. This indicates the 
need for frequent examinations during the rest of 
the patient's life. The average time of recurrence 
was longer after hysterectomy alone than when 
hysterectomy was combined with pre-operative 
radium or post-operative radiotherapy. [This is not 
really significant, as simple hysterectomy without 
radium or X-rays might be used for the less 
advanced cases.] There was a direct correlation 
between the anatomical stage of the cancer and the 
time of recurrence, that is, the more advanced the 
cancer the earlier it recurred. There was also a 
direct correlation between the incidence of recur- 
rence and the histological grade, undifferentiated 
cancers having a recurrence rate 5 times as high 
ts those that were differentiated. 

The most common sites of recurrence were local : 
the vagina, bladder, ureters, pelvic lymph nodes, 
ind pelvic peritoneum. The commonest site of all 
was the vaginal vault. These could not all be attri- 
buted to vaginal spill for 3 of them occurred 5, 7, 
and 11 years after operation, and cancer cells 
were found in the lymphatics of the upper vagina 
when metastases appeared in the lower vagina in 2 
of the patients. The submucosal location of these 

metastases, their occasional late appearance, and 
the presence of cancer cells in the vaginal 
lymphatics favour lymphatic extension as a more 
adequate explanation of vaginal recurrence. This 
indicates the need for a more extensive removal 
of the upper vagina at the time of hysterectomy. 


The value of post-operative radium treatment of 
the vagina by local application in this connexion 
has not yet been determined. The high incidence of 
recurrent carcinoma in the pelvic cavity in the 
immediate vicinity of the extirpated uterus suggests 
the need for wider excision—a more extensive para- 
metrial dissection. If pelvic lymph nodes are found 
enlarged at operation the advisability of removing 
them by a radical dissection appears to the author 
to be doubtful. F. L. Browne 


1506. Endometrial Carcinoma. 
By S. B. MarsHati. Connecticut med. ]., 15, 
187-195, Mar., 1951. 30 refs. 


1507. The Association of Certain Ovarian Cells with 
Cancer of the Endometrium. (Sobre a associagao de 
certas células ovaricas com o cancro do endométrio. ) 

By C. StrecHt RIBEIRO. Acta endocr. Gynaec. 
Hisp.-lusit., 3, 257-263, 1950. 2 figs., 28 refs. 

Attention is drawn to an article by Shaw and 
Dastur (Brit. med. J]., 1949, 2, 113) in which 
certain characteristic cells were described as occur- 
ring in the ovary in cases of carcinoma of the endo 
metrium. These cells are independent of the 
follicular apparatus and the theca. Three sugges- 
tions are made as to the origin of these cells: (1) 
that they come from the adenocarcinoma of the 
uterus; (2) that the uterine tumour results from the 
appearance of these elements; and (3) that these 
ovarian cells and the uterine carcinoma are caused 
by a third, unknown factor. The author points out 
that these cells have been described before and that 
an extensive bibliography on them exists. It has 
been suggested that these elements should be 
included in the neuro-epithelial complex. They are 
found at the hilum of the ovary. The appearance 
of the cells suggests that they may be masculiniz- 
ing in character, rather than oestrogenic, as implied 
by tne British authors. Josephine Barnes 


1508. Epithelioma of the Endometrium in a Female 
Patient following Protracted Oestrogen Treatment. 
(Un cas d’epithélioma de l’endométre chez une femme 
ayant subi un traitement prolongé par les oestrogénes. ) 

By G. Puitiipre and P. Istpor. C.R. Soc. franc. 
Gynéc., 20, 254-257, Nov. 1950. 


1509. Carcinoma of the Endometrium and Fallopian 
Tube. Report of a Case. 

By P. O. Grecory and I. I. Goopor. /. Maine 
med. Ass., 42, 9-10, Jan. 1951. 


1510. Perineal Endometriosis. (Zur Frage der 
Dammendometriosen. ) 

By J. DuBas. Gynaecologia, Basel, 131, 115-119, 
Feb. 1951. 6 refs. 


1511. Vulval Endometriosis. (L’endométriose de la 
vulve.) 

By C. Orivrer and P. BLonpgEav. Pr. méd., 59, 
143-144, Feb. 7, 1951. 13 refs. 
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REVIEW OF CURRENT LITERATURE 


OPERATIONS. 


1512. An Evaluation of Various Methods of Heating 
Vaginal and Adjacent Tissues. 

By R. N. Mitter, S.-M. Hovarn, C. Day, 
F. X. Sweeney, A. Rubin, H. HELLETTE, F. SMITH 
and B. K. Hutt. Arch. phys. Med., 31, 721-726, 
Nov. 1950. 2 figs., 7 refs. 

On comparing different methods of applying heat 
to the vagina and pelvic tissues the authors found 
that the method recommended by Elliot was the 
best. The rise in rectal temperature followed very 
closely that in the vagina. 

The rise in temperatures induced by the various 
methods were of a moderate order of magnitude. 
The probable explanation is that this was due to 
the rapid dissipation of the heat produced through 
the medium of the extensive pelvic blood supply. 

M. H. L. Desmarais 


1513. Diihrssen’s Incisions. 
By H. W. Mayes. Amer. ]. Surg., 81, 303-306, 
Mar. 1951. 1 ref. 


1514. Diagnosis and Treatment of Thrombosis and 
Embolism. (Diagnose und Therapie der Thrombose 
und Embolie. ) 

By T. Kotter. Geburtsh. u. Frauenheilk., 11, 
13-24, Jan. 1951. 9 figs., 4 refs. 


1515. Ligation of the Inferior Vena Cava in Sup- 
purative Pelvic Thrombophlebitis of Genital Origin. 
(La ligature de la veine cave inférieure dans les 
thrombo-phlébitis pelviennes suppurées_ d'origine 
génitale.) 

By L. L&cer and J. Nataui. Bull. méd., Paris, 
65, 21-26, Jan. 15, 1951. 28 refs. 


1516. Bilateral Necrosis of the Hip-joint after pelvic 
Thrombophlebitis. (Doppelseitige Destruktionsluxa- 
tion der Hiftgelenke nach Thrombophlebitis der 
Beckenvenen. ) 

By H. Lercu. Geburtsh. u. Frauenheilk., 11, 
173-177, Feb. 1951. 5 figs. 


1517. An Improvement in the Technique of Con- 
structing the Vagina. 

By L. R. WuHarton. Amer. J]. Obstet. Gynec., 
60, 871-874, Oct. 1950. 4 figs., 9 refs. 

The basic requirement in constructing the 
vagina is to keep the skin graft and vagina] form 
in place. The author has done this successfully in 
2 cases by uniting the exposed edge of the graft to 
the skin of the vestibule with interrupted sutures 
of o00 chromic catgut [an illustration shows 5], 
thus preventing both rotation and descent of the 
form. Drainage is uninterrupted and when, after 
3 weeks, the sutures are absorbed, the form may 
be changed without disturbing the graft. A vagino- 
graph taken 5 months after operation in one case 
shows a vagina 8 cm. deep. In the other case the 
vagina after a year was 9 cm. deep. In both cases 
the vagina was lined with normal squamous 
epithelium. Margaret Puxon 
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1515. Extraperitonization of the Round-ligament 
Loop in Doléris’s Operation. (L’extrapéritonisation de 
l’anse ligamentaire dans ]’opération de Doléris.) 
By M. Bomparr. Mém. Acad. Chir., Paris, 76, 
874-876, Nov. 15, 1950. 2 figs., 7 refs. 


1519. Culdocentesis. 

By D. W. BeacHam and W. D. Beacham. New 
Orleans med. surg. j., 103, 283-288, Jan. 1951. 
i ref, 

1520. Abdominal Lymphadeno-colpo-hysterectomy. 
(La lymphadéno-colpo-hystérectomie par voie abdo- 
minale.) 

By J. L. Brenier. /. Chir., Paris, 66, 557-572, 
Aug.-Sept. 1950. 10 figs. 

The description of abdominal lymphadeno-colpo 
hysterectomy is justified for two reasons. First, in 
a Classical Wertheim operation it often becomes 
necessary to remove a number of lymph nodes. This 
has to be done without any preconceived plan. 
Secondly, the pendulum is swinging back to opera- 
tion as the treatment of choice for carcinoma of the 
cervix. 

Two problems must be faced, that of removal of 
the lymph nodes, and that of removal of the tissue 
planes containing the lymphatics. The cervix has 
three lymphatic pedicles, one reaching the external 
iliac nodes, a second reaching the internal ilia 
nodes, and a third passing directly upwards to the 
aorta at the sacral promontory. The uterine body 
has also three pedicles, a main one reaching the 
aortic lymph nodes, a second reaching the super 
ficial inguinal nodes via the round ligament, and a 
third passing to the iliac nodes. The vagina has 
two pedicles, one passing to the internal and one to 
the external iliac nodes. 

The tissue plane supporting the pelvic organs is 
likened to the hull of an old-fashioned ship. The 
bow curves up to the umbilicus and the stern to the 
sacral promontory. The ureters enter immediately 
below the upper deck; as they pass forwards they 
sink below another deck to reach the bladder lying 
on the ship’s bilge. Two longitudinal bulkheads 
run the length of the ship at each side of the pelvic 
viscera (the sacro-recto-genito-pubic ligaments). 

Two important features of the operation are that 
the vagina and uterus must be reached at the end 
of the operation, as these structures contain 
bacteria or malignant cells. The operation is 
divided into two stages, first, division of the 
peritoneum, which includes mobilizing the ureters, 
and secondly, stripping of the pelvic fascia. This 
begins at the periphery and gradually continues 
until the vagina is finally sectioned. The pelvic 
floor is then re-formed and the peritoneal flaps are 
re-sutured. R. T. Burkitt 


1521. En masse ‘“‘ Pelvic Viscerectomy’’ with 
Ureterointestinal Anastomosis. 

By E. S. and R. H. Arch. 
Surg., Chicago, 61, 851-868, Nov. 1950. 3 figs., 
5 refs. 
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The authors describe their experience of removal 
of the entire pelvic contents in 9g patients with 
advanced carcinoma of the rectum or lower colon. 
The operation includes in one stage the ordinary 
abdomino-perineal dissection with, in addition, 
removal of the bladder, the prostate in the male, 
and the uterus, vagina, and ovaries in the female. 
The ureters are anastomosed at one and the same 
time with the caecum and sigmoid on the right and 
left respectively. The resulting ‘‘ wet colostomy ”’ 
is no worse than an ileostomy and is accommo- 
dated by means of the Rutzen—Koenig type of bag. 
[The revival of the use of the caecum for ureteric 
anastomosis is interesting in view of previous con- 
demnation of this procedure; no azotaemia or other 
undesirable results seem to have attended its use. ] 

The operative technique is described in broad 
detail. In some cases where the perineal skin was 
securely closed no attempt was made to perito- 
nealize the raw pelvic cavity. This is prefer- 
able to the creation of an artificial peritoneal 
floor under tension which may later give way, leav- 
ing dangerous holes. Furthermore, convalescence 
is hastened as there is no pelvic dead space await- 
ing filling by granulation. Poon 


There were 3 survivors of the peer 9 patients, 
one of them being well and active 29 months after 
operation. The operation is not yet advocated as a 
curative procedure, nor is it advocated in cases 
where carcinoma obviously exists beyond the 
operative field. ]. Marshall Pullan 


1522. Vaginal Hysterectomy. 

By R. N. RUTHERFORD. Surg. Gynec. Obstet., 
91, 57-64, July 1950. 20 figs., 7 refs. 

Vaginal hysterectomy has again become a 
popular method for disposal of the uterus. 
Developed at one time because of the dangers of 
abdominal surgery, this technique languished some 
what because of the more interesting vistas revealed 
by the lower abdominal incision. However, since 
the majority of patients coming to gynaecological 
surgery need vaginal plastic work as well as removal 
of the uterus, there has been a return of interest 
in the vaginal route of removal. 

In the author's personal series of over 300 vaginal 
hysterectomies without a death, morbidity and stay 
in hospital have been much less than with previous 
transabdominal procedures. The end-results of 
vaginal hysterectomy for non-malignant conditions 
have been as satisfying as those performed abdo- 
minally. It is a moot point whether the supports 
of the apex of the vagina unite in better fashion 
from the transabdominal or from the vaginal route, 
provided the, operator identifies, preserves, and 
approximates the supports very carefully. 

The technique is described and fully illustrated. 
The essential points are: (1) the utilization of the 
posterior colpotomy wound as the “ exploratory 
laparotomy ”’ incision to accomplish delivery of the 
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uterine fundus; (2) ease of opening the anterior cul- 
de-sac, which is distended over the operator’s 
fingers introduced through the posterior incision; 
(3) a method of creating the vaginal vault by using 
all the previous supports of the uterus, and also a 
method of suturing the overstretched attenuated 
cardinal ligaments to the pubo-cervical fascia of 
the opposite side in order to shorten them and to 
heighten the new apex of the vagina. No one tech- 
nique is suitable for all cases, and no one technique 
fails to partake of the details given by previous 
operators. 


The final result resembles the nulliparous canal. 
Functional use of the canal has been excellent in 
both pre-menopausal and post-menopausal women. 
No effort has been made in this paper to deal with 
morcellation of large tumours or the radical opera- 
tion for carcinoma of the body. The aim has been 
to describe a good, generally useful technique for 
inexperienced gynaecological surgeons. The more 
complicated operative problems need individual- 
lization. As one improves in knowledge and 
technique, the various other excellent procedures 
in the skilled vaginal surgeon’s armamentarium will 
be selected with judgment. No single operation to 
date has been complete within itself for all patients. 
The dangers are discussed, including the danger 
of prolapse of the vaginal vault, the danger of too 
great a bulk of tissue as a result of plication of the 
cardinal ligaments to the pubo-cervical fascia of the 
opposite side; the danger of subsequent cystocele, 
rectocele, and/or enterocele; and, finally, the 
danger of regarding the pelvic supporting tissue 
planes as fascial in nature rather than musculo- 
fascial. Lilian Raftery 


1523. The Trend Toward Complete Hysterectomy. 
By I. F. Sters. West. J. Surg. Obstet. Gynec., 
59, 6-12, Jan. 1951. 4 figs., 17 refs. 


1524. Vaginal Hysterectomy in the Aged. 
By E. F. Capenneap. J. int. Coll. Surg., 15, 
57-61, Jan. 1951. 5 refs. 


1525. Technique of Total Abdominal Hysterectomy. 
By H.C. Fark. Harlem Hosp. Bull., 3, 89-122, 
Dec. 1950. 62 figs. 


1526. Fifteen Years’ Experience of Wertheim’s 
Operation. (Fiinfzehnjahrige Erfahrungen mit der 
Wertheim-Operation.) 

By F. Gyéneyést. Gynaecologia, Basel, 131, 
290-38, Jan. 1951. 

1527. Abdominal Hysteropexy for Uterine Pro- 
lapse. 

By P. Pererson and S. L. Arje. U.S. armed 
Forces med. ]., 2, 113-117, Jan. 1951. 5 figs. 


1528. Uterine Suspension. 
By M. E. Baker. J. med. Soc. N.]., 48, 56-57. 
Feb. 1951. 3 figs. 
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REVIEW OF CURRENT LITERATURE 
1529. The Clinical Types of Genital Prolapse and 


their Surgical Cure. (Formes cliniques des prolapsus 
génitaux et choix de la technique chirugicale 
curatrice. ) 

By E. Herver. Gynéc. et Obstet., 49, 459-473, 
1950. 


1530. The Surgical Treatment of Utero-vaginal 
Prolapse. (Modalita’ di technica nel trattamento 
chirurgico del prolasso utero-vaginale. ) 

By A. VicNnaLi. Monit. ostet.-ginec., 21, 493-500, 
Nov.—Dec. 1950. 6 figs. 


1531. Hysterography and Hysterosalpingography. 
An Analysis of 2,500 Cases, with Special Emphasis on 
Technique and Safety of the Procedure. 

By R. H. Marsuak, C. S. Poors and M. A. 
GOLDBERGER. Surg. Gynec. Obstet., 91, 182-192, 
Aug. 1950. 14 figs., 33 refs. 

The uterine cavity was visualized radiographically 
in 1910 by Rindfleisch, using bismuth paste as a 
contrast medium. Carey and Rubin in 1924 each 
described the use of colloidal silver as a contrast 
medium in radiography of the uterus. Much has 
been written about this method since then, but it is 
still not adequately recognized. The present 
authors believe that its use has been limited 
because of supposed complications, and for this 
reason they reviewed 2,500 cases to assess the safety 
of the method, 1,400 being in-patients of the Mount 
Sinai Hospital, New York, and the other 1,100 
hysterograms being collected from the private 
practices of the authors. Every patient was 
observed for one hour after the hysterogram, and 
the following day the patient was interviewed as 
to pain, temperature, or bleeding. One week later 
the patient was examined by a gynaecologist. All 
immediate and delayed reactions were recorded. 

The indications for uterosalpingography in this 
series were menometrorrhagia, dysmenorrhoea, 
sterility, fibroid uterus, or postmenopausal bleed- 
ing. Contraindications were pelvic inflammatory 
disease, intra-uterine pregnancy, purulent vaginal 
discharge, or serious constitutional disease. Cases 
of pelvic inflammatory disease were excluded only 
if there was an increased erythrocyte sedimentation 
rate, an increased leucocyte count, or fever. Various 
contrast media were used. The investigation is best 
carried out one week after the cessation of the 
menstrual flow. The technique is described, as also 
are the possible complications. 

The complications due to the contrast medium 
are not serious, nor do they cause any permanent 
harm to the patient. When a water-soluble medium 
enters the tubes and peritoneal cavity, pain occurs, 
but this can be adequately controlled with 
pethidine. The quickly absorbed contrast media do 
not cause any damage to the tissues, and embolism 
did not occur in this series. The incidence of 
allergic phenomena was low. 

The complications of the procedure itself are 
relatively few. There were 2 cases of haemorrhage, 
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one of short duration which required no therapeutic 
measures, and the other being due not to the pro- 
cedure, but to faulty technique. Pelvic inflam- 
matory disease, occurring 7 times in these 2,500 
cases, was the most serious complication. It did 
not occur in any case without previous pelvic 
inflammatory disease. 

Perforation of the uterus occurred once acciden- 
tally. Two patients were unsuspectedly pregnant 
but the course of the pregnancy was uninterrnpted 
and normal. 

Although the ideal medium for hysterography 
and hysterosalpingography has not as yet been 
found, complications from the substances available 
fare so few that there should be no hesitation in the 
use of the procedure when indicated. 

Lilian Raftery 


1532. Hysterosalpingography. Its Dangers and 
their Prevention. 

By J. L. Royatrs, C. N. Price and P. Titus. 
Postgrad. Med., 8, 363-367, Nov. 1950. 2 figs., 16 
refs. 


1533. Venograms found in Connection with 
Hysterosalpingography. {In English. | 

By P. Vara. Ann. chir. gyn. fenn., 39, 228-238, 
1950. 9 figs., 6 refs. 


1534. Operative Technique in Tubal Sterilization. 
(Osservazioni di tecnica operativa in tema di steriliz- 
zazione tubarica.) 

By E. Moraccr. Arch. Ostet. Ginec., 55, 157- 
167, May-June 1950. 4 figs., 19 refs. 


1535. Gynaecological Treatment of a Rectal Stric- 
ture. (Gynikologische Behandlung einer Mastdarm- 
striktur.) 

By J. Batizratvy. Zbl. Gyndk., 72, 1593-1596, 
1950. 8 refs. 


1536. Treatment of Genito-urinary Fistulae. 
(Tratamento das fistulas uro-genitais.) 

By J. E. F. Werneckx. An. brasil. Ginec., 15, 
207-225, Sept. 1950. 36 refs. 

A series of 356 cases of genito-urinary fistulae in 
women treated in the Santa Casa Hospital, Belo 
Horizonte, Brazil, is discussed This series is 
claimed to be the largest assembled in any American 
clinic. Its size is mainly due to the primitive con- 
ditions in which midwifery is practised in the area. 
Of the fistulae, 333 were of obstetric origin, 16 
followed operation, and 7 were due to cancer of the 
colon or vulva; 84 per cent of the cases were cured 
The author considers that a plastic procedure with 
formation of flaps is the method of choice for 
vesico-vaginal fistulae. Where the ureter is 
involved it should be reimplanted in the bladder. 
Anastomosis of the ureter to the bowel, though 
technically simple, should be avoided. Chromic 
catgut is used for all sutures. S. S. B. Gilder 
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1537. Vaginal Uretrolithotomy. 
By R. F. SHarp and M. M. GREEN. Sth. med. | 
Bgham., Ala., 44, 99-105, Feb. 1951. 8 figs., 6 rets. 


1538. Modern Methods of Anaesthesia for Gynaec- 
oligical Operations. (Moderne Narkosemethoden 
bei gynakologischen Operationen. ) 

By J. Rerrincer. Wien. klin. Wschr., 
974, Dec. 29, 1950. 9 refs. 


1539. The use of ** Narconumal’’ as a Narcotic 
for Gynaecological Procedures. (Ueber den Gebrauch 
von ‘‘ Narconumal’’ (Roche) als Narkotikum bei 
gynakologischen Massnahmen. ) 

By V. KaHanpaa and T. GYLLING. Ann. 
fenn., 39, 239-250, 1950. 17 refs. 
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UROLOGY. 
1540. The Female Urethra and Chronic Urethritis. 
By G. W. Reynotps. Northw. Med., Seattle, 
50, 32-34, Jan. 1951. 2 refs. 


JOURNAL OF OBSTETRICS AND GYN 


NAECOLOGY 


1541. There are no Urethral Caruncles. 
By R. C. Beac. Lancet, 1, 824, Apr. 14, 1951. 
3 refs. 


1542. Adenocarcinoma Arising in a Diverticulum of 
the Female Urethra. 

By J. D. HaMILtTon and W. 
Path., 51, 90-97, Jan. 1951. 


B. Leacw. Arch. 
4 figs., 11 refs. 


1543. Tumours of the Ureter. 
By J. S. Hatnes and H. GRaApstacp. 
J., 44, 20-29, Jan. 1951. 2 figs. 


Sth. 


med. 


1544. Transplantation of Ureters into the Sigmoid 
for Inoperable Vesico-Vaginal Fistulae. 

By K. Mazuar. /.R. Egypt. med. Ass., 33, 
961-965, 1950. 


1545. Stress Incontinence in Women. 
By A. GHosH, Int. med. Abstr. Rev., 8, 145- 
158, Dec. 1950. 44 refs. 
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e Service... 


availability of beds in surgical 
wards remains a serious problem. a 
When circumstances interpose lengthy | 
delays between diagnosis and admission 
to hospital, waiting-time may be turned les Ce 


to advantage by thoroughly preparing 
your patients’ general strength and 
resistance. 


For Operative ¥or maximal pre-operative conditioning 
of non-urgent or waiting cases, the com- 
ss bination of malt, milk, cocoa, soya, eggs 
and added vitamins—as comprised in 
‘Ovaltine’"—is remarkably effective. 
These recognized desiderata for body- 
building are blended in ‘ Ovaltine’ to 
provide an acceptable, physiologically t 
balanced, comprehensive food bev- : 
erage. 


In the Service The rapid solubility of ‘ Ovaltine’ pre- 
sents the further important advantage 
that its digestion is smooth and alimen- 

Surgery tary function remains undisturbed night 
and day; ‘Ovaltine’, in fact, induces 

. overnight rest while providing strength- 

ening nutriment. The combined seda- 

tion and physical preparedness thus 

encouraged by ‘Ovaltine’ make this 

highest quality food supplement a 

routine part of pre-operative treatment. 


Vitamin Standardization 
per oz.—Vitamin B), 0.3 mg.; 
Vitamin D, 350 iu.; Niacin, 2 mg. 


A. WANDER LIMITED, LONDON W.: 
Factory, Farms and Ovaltine Research Laboratories: bass, f 
King’s Langley, Herts. 


Made in Great Britain. Printed by John Sherratt and Son 
Park Road, Altrincham 
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